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Under the heading of pharmacology it is convenient to con- 
sider all the actions of sulphonamide compounds on the body 
of the host, excluding the detailed discussion of the toxic 
symptoms encountered in clinical practice. On the whole, 
sulphonamides are rather inert from a pharmacological stand- 
point; and the greater part of any article on this aspect is 
necessarily occupied by a consideration of the factors involved 
in maintaining an optimal concentration at their site of action. 
The methods developed by Marshall and his colleagues for 
the estimation of sulphonamides in blood are too well known 
for consideration here. Bogen (1943) has described a simple 
method of testing urine to find if the patient has already 
received a sulphonamide. (A drop of urine is placed on wood- 
pulp paper—e.g., newspaper—and a drop of hydrochloric acid 
is added; with a sulphonamide a yellow colour appears.) 
Procaine (novocain) gives the same colour as sulphonamides in 
Marshalli’s test (which can thus be used for its estimation) ; 
consequently this and other local anaigesics which contain the 
p-aminobenzoate group must not be used for the collection of 
specimens for sulphonamide estimations. 


Absorption 

When sulphonamides are taken by mouth they are rapidly 
absorbed. Apparently most of this absorption occurs in the 
upper part of the small intestine, but there is evidence suggest- 
ing that much may be absorbed through the stomach wall. 
Usually absorption is complete before the ileo-caecal valve 
is reached. Sulphanilamide and sulphathiazole are rapidly 
absorbed, sulphadiazine more slowly. The absorption of 
sulphapyridine is slower, less regular, and less complete than 
that of the other compounds (Kinsman, Moore, and Harrison. 
1940). Absorption from the large intestine can occur, but the 
rate is slower (Turell, Marino, and Nerb, 1940; Marshall, 
Bratton, White, and Litchfield, 1940). In cases where oral 
administration is not possible—e.g., after operation on the 
stomach—sulphanilamide may be given per rectum, but the 
amount absorbed is always uncertain and the resulting blood 
levels tend to be low (Wood, 1941). Sulphapyridine and 
sulphadiazine are both poorly absorbed from the large intestine 
(Peterson, Strauss, Taylor, and Finland, 1941). 

If the sulphonamide is given with an empty stomach it is 
absorbed slightly more quickly than if given after a meal ; but 
the difference is not great enough to be of clinical importance or 
to compensate for the greater risk of nausea. Similarly the 
administration of acid or alkali at the same time as the sulphon- 
amide does not appreciably alter the rate of absorption 
(Peterson and Finland, 1942; Wilson, 1943). When sulpha- 
pyridine, sulphathiazole, or sulphadiazine is given by tube direct 
into the duodenum, absorption may be greatly diminished, 
suggesting that a considerable portion of the sulphonamide may 
reach the blood stream through the stomach wall; this effect 
was not shown when sulphanilamide or sodium sulphadiazine 
was given (Peterson and Finland, 1942). Sodium sulphonamides 
have been suggested for oral administration in order to obtain 
rapid absorption, but their issue for this purpose has not 
received the approval of the Council on Pharmacy and 
Chemistry of the American Medical Association. It is claimed 
that the absorption of sulphanilamide can be accelerated by 
giving it as a solution with glucose, glycerin, and sodium lactate, 
or with sodium lactate and potassium citrate, but the difference 
is not great enough to be of clinica! value (Siebert and Loose, 
1940). 


Sulphanilamide and the soluble preparations of the other 
sulphonamides are quickly absorbed when injected intra- 
muscularly or subcutaneously. Absorption is of course most 
rapid (instantaneous) when the compound is injected intra- 
venously. Absorption is also rapid from serous cavities, such 
as the peritoneum and pleura (Hawking and Hunt, 1942: 
Vickers, 1943), from large raw areas—e.g., burns—and from 
large wounds (depending on their size, shape, and vascularity) : 
on the average, absorption from these sites is about half as rapid 
as from the alimentary canal. 


Distribution 
After absorption into the blood stream sulphanilamide diffuses 
through the whole body. In dogs, about 4 hours after an oral 
dose, the compound is distributed approximately evenly through 
all the tissues except bone and fat, and the concentration in the 
tissues is equal to that in the blood (Marshall, Emerson, and 
Cutting, 1937b). During the period preceding this phase of 
equilibrium the concentration in the blood is greater than that 
in the tissues ; following this phase, the blood concentration is 
lower than the tissue concentration (Alexander, 1943). Aithough 
there is no tendency for the compound to be concentrated in 
any special tissue, some organs contain more than others. Thus 
during the first six hours (in rabbits), if the concentration in the 
blood is taken as 1.0, the average concentration in the liver 
is 1.2, in the kidney 2.0-3.6, in the brain about 0.6, and in 
muscle 0.8 (Alexander, 1943). According to some figures of 
Waterhouse and Shannon (1942) for dogs, if the concentration 
of sulphanilamide in the plasma is taken as 1.0, that in the 
erythrocytes is 1.4, in the lung 1.1, in the liver 1.3, in the 
pancreas 1.1, in muscle 1.1, in the cerebrospinal fluid and in the 
brain 0.6, and in nerves 0.76. In dogs no acetylation occurs and 
all the sulphanilamide is present in the free form. The distribu- 
tion in the blood between the erythrocytes and the plasma differs 
somewhat with the different compounds. Thus if the concen- 
tration of the free form in the plasma is 1.0, that in the 
erythrocytes is: 
Sulphanilamide 
Sulphapyridine 
Sulphathiazole 
Sulphadiazine 
Sulphamerazine .. 
Sulphacetamide .. 
Uleron 
Similarly as regards the penetration into the cerebrospinal 
fluid, if the concentration in the plasma is 1.0, that in the 
cerebrospinal fluid (when equilibrium is reached) is: 
Sulphanilamide .. 07-10 Blake. “and. Seymour 
Sulphapyridine .. 0.7 | 1940 Banks, 1941: Long, 1941; 


41 (Simesen, 1941a,_1941b; Rein- 
04 hold, Flippin, Schwartz, and 
Domm, 1941; Ratish, Shack- 
man, Bullowa, 1942; 
Murphy, Clark, and Flippin, 
| 1943) 


Sulphadiazine .. 0.5-0.8 | Reinhold. 
Sulphadimethyl- (Macartney, Smith, Luxton, 

pyrimidine .. 0.4-0.8 Ramsay, and Goldman, 1942) 
Sulphamerazine .. 0.3-0.7 


(Murphy, Clark, and Flippin, 
1943) 


(Probably the differences between the various compounds are 
due to the differing amounts “ bound” to the plasma proteins ; 
see below.) Actually the ratio (concentration in C.S.F./concen- 
tration in plasma) is lower than these figures during the earlier 
part of treatment, when the blood concentration is rising, and 
higher when administration of the drug is stopped and the blood 
concentration falls. Similarly, the concentration in peritoneal, 
pleural, and joint effusions tends to be somewhat lower than 
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that in plasma when equilibrium is reached ; but there is a lag 
of 2-3 hours in arriving at this position (Cantarow, Cubberley, 
and Rakoff, 1942). The concentration of sulphathiazole in the 
fluid of infected or uninfected knee-joints is approximately the 
same as that in the blood (Heyl, 1941). As regards the eyes, 
when sulphanilamide is given to dogs the concentration in the 
aqueous humour one hour later is about 33% of that in the 
blood, rising to a maximum of about 61% four hours after 
administration (Bellows and Chinn, 1939); when 100 mg. 
sulphapyridine was applied locally to the conjunctiva (of rats) 
the concentration one hour later was 47 mg. per 100 c.cm. in 
the conjunctiva, 30 mg. in the cornea, and only 5 mg. in the 
aqueous humour (P’an, 1941). The content of sulphapyridine 
in the pancreatic juice (of cats) after its administration by 
mouth is slightly less than that of the blood (Taylor and Agren, 
1940). [For bile, see under “ Excretion.”] Sulphanilamide is 
also found in menstrual blood ; but in the normal secretion of 
the cervix uter! it is present in such small amounts that its 
bacteriostatic action is problematic. 

The Foetus.—Sulphonamides pass through the placenta into 
the foetal circulation, and therefore there are possibilities of 
toxic and of therapeutic action. Speert (1943) recommends that 
in order to prevent bacterial invasion of the foetal blood vessels 
in cases of prolonged labour with ruptured membranes, and in 
cases where it is desired to protect the foetus against intra- 
partum infection by gonococci from the mother, the woman in 
labour should be given a single intravenous dose of 5 g. sodium 
sulphadiazine ; during the next few hours concentrations of 
9-11 mg. per 100 c.cm. will be maintained in the foetal blood 


and 10-20 mg. in the maternal blood. This procedure involves. 


a possible (but low) risk of renal obstruction in the mother. 
Although prolonged treatment with sulphanilamide is injurious 
to the foetus (Adair, Hesseltine, and Hac, 1938 ; Speert, 1940), 
in animals or in human beings the danger from a single dose is 
probably small (Philipp, 1941). 

Combination of Sulphonamides with Plasma Proteins.—Part 
of the sulphonamide in the plasma is bound in some way to 
the plasma proteins, and is not free to pass through a dialysis 
membrane. The combination with protein cannot be very 
strong, as sulphonamides are not precipitated to any large extent 
when the proteins of blood or serum are thrown down by 
trichloracetic acid in the first stage of Marshall’s quantitative 
test. The combination apparently involves the plasma albumin 
principally, while the globulin and lipoids are not concerned 
(Davis, 1942). The higher the concentration of sulphonamide, 
the smaller the percentage of bound drug; the figures below 
refer to blood concentrations of the therapeutic range (2-20 
mg. per 100 c.cm.). The amount bound is approximately pro- 
portional to the amount of albumin present. The binding is 
not diminished by denaturation of the protein with ultra-violet 
light (Davis, 1943). Similarly, red prontosil is combined with 
the albumin of the serum but not with the globulin, as was 
shown by Schénholzer (1940), using a cataphoresis technique. 
The extent to which this binding occurs differs with the different 
‘ompounds, as shown below (Davis, 1942 ; Heinemann, 1943): 

Sulphanilamide 12-20% bound 


Sulphapyridine 40-45% ,, 
Sulphadiazine 55-60% 5 


Compounds similar to the sulphonamides but lacking the 
p-amino group, and acetyl derivatives of sulphonamides, are 
bound to the proteins in the same way (Davis and Wood, 1 42). 
Apparently the bound drug is not bacteriostatic, although, as 
the combination is loose, it forms a store of potential activity. 
The occurrence of this combination with protein probably 
explains the different distribution of the various compounds 
between plasma and erythrocytes, and between blood and 
cerebrospinal fluid, which have been described above. In fact, 
the calculated distribution between blood and a _ dialysate 
through a membrane permeable to sulphonamides, but not to 
protein, agrees closely with that observed clinically between 
blood and cerebrospinal fluid. Such combinations \.ith pro- 
teins may conceivably play a part in the production of such 
sensitization phenomena as drug fever and_ specific skin 
sensitivity. 

Metabolism of Sulphonamides 

As is well known, much of the sulphonamide compound 

introduced into the body is conjugated, especially with acetate, 


to form acetyl derivatives which are therapeutically inert, 
although equal in toxicity to the original sulphonamide. 
Sulphanilamide and sulphapyridine are more readily acetylated 
than sulphathiazole and sulphadiazine. On the average, about 
20% of sulphanilamide in the blood and about 25-60% 
of that in the urine is in the conjugated state. With sulpha- 
pyridine, about 33° (10-45%) of the total compound in the 
blood and about half of that in the urine is acetylated in man 
(Kinsman, Moore, and Harrison, 1940). With sulphadiazine, 
the acetylated form accounts for about 10% of the compound 
in the blood and for about 25-33% of that in the urine 
(Peterson, Strauss, Taylor, and Finland, 1941). With sulpha- 
thiazole, about 20% of the compound in thé blood is acetylated 
(Frisk, 1940a, 1940b), or 0-30% (average 12%) (Sadusk, Blake, 
and Seymour, 1940). The site of acetylation seems to be mostly 
in the liver (Harris and Klein, 1938), though in some animals 
other organs also can bring about this conjugation. Besides 
the sulphonamide inactivated by acetylation, there is evidence 
that part is combined with other compounds (especially 
glucuronic acid), or is degraded by other chemical processes. 
It has been shown by Simesen (1941a) that during the first day 
(in mice) up to 50% of the sulphanilamide may be destroyed 
in some way at present unknown, while 40-50% of sulpha- 
thiazole and of sulphacetamide is destroyed in this time ; 40-50% 
of sulphapyridine is destroyed in 2-3 days, and 70% of uleron 
in 3-4 days. Alexander (1943) has confirmed this by giving 
sulphanilamide to mice and analysing the amount found in the 
excreta and in the (minced) body after various periods. 


Excretion 

i. Urine-—The main excretion of sulphonamides is through the 
kidney, the amounts passing out by other routes being compara- 
tively insignificant. Part is excreted unchanged and part as the 
acetyl derivative, as has been described above. Apparently 
sulphanilamide passes out from the plasma into the glomerular 
filtrate and some of it is reabsorbed in the tubules. In dogs the 
sulphanilamide clearance is 20-30% of the creatinine clear- 
ance (only slight reabsorption in the tubules), so presumably 
60-70% of the sulphanilamide in the glomerular filtrate is 
reabsorbed. The clearance is independent of the plasma level, 
but increases as the flow of urine is increased. In rabbits the 
clearance of the sulphanilamide is 30-40% that of creatinine 
and inulin, but the clearance of acetyl sulphanilamide is the 
same as that of these two compounds; presumably acetyl 
sulphanilamide is not reabsorbed in the tubules (Loomis, 
Hubbard, and Koepf, 1943). The average renal clearances in 
man for the original sulphonamides and their acetyl derivatives 
respectively are: 

Sulphapyridine .. 23 and 58 c.cm. of plasma a minute 
i.e., the amount of compound present in this volume of plasma 
is excreted by the kidney each minute. 

As regards the proportion of the dose excreted in the urine 
various estimations have been given: 

Sulphapyridine (usual clinical dosage): 60-90% (Frisk, 1940a), or 
about 30% (22-56%) (Kinsman, Moore, and Harrison, 1940), 
appears in the urine, about half being in the conjugated form. 

Sulphathiazole: Daily excretion amounts to 75% of the intake 
(Simesen, 1941b), to 86-92% of the intake (Frisk, !940b), or to 
100% (Spink and Hansen), 1940). 

Sulphadiazine: When 4-5 g. is given orally, 60% is excreted in 
urine in 24 hours, and 75% in 72 hours; a quarter to a third is in 
the conjugated form (Peterson, Strauss, et al., 1941). Other data 
are given by Ratish, Shackman, and Bullowa (1942); ‘Reinhold, 
Flippin, et al. (1941); and Sadusk, Blake, and Seymour (1940) 
When it is desired to increase the excretion of sulphadiazine (e.g., 
because of agranulocytosis) sodium bicarbonate should be given: 
to decrease the concentration in the urine (e.g., because of renal 
complications) large volumes of 5-10% glucose should be injected 
intravenously or much water may be given by mouth, intravenous 
injection of saline is less effective (Peterson, Goodwin, and Finland, 
1943). 

ii. Faeces.—The work of Marshall, Bratton, et al. (1940) on 
sulphaguanidine and the treatment of bacillary dysentery has 
directed attention to the amount of sulphonamide appearing in 
the faeces. Practically all such compound represents the 
portion which has not been absorbed during passage down 
the alimentary canal ; very little represents true excretion by the 
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bile or by the mucous membrane of the large intestine. Thus, 
when sulphaguan:dine is injected subcutaneously into cats, only 
very small aniounts appear in the faeces (Hawking, 1942b). 
When given as a short therapeutic course to man, sulpha- 
pyridine, sulphathiazole, sulphadiazine, and sulphanylbenz- 
amide reach the faeces only in small concentrations—e.g., 
0-70 mg. per 100 c.cm. (Hawking, 1942a). Uleron apparently 
reaches the faeces in about the same amount as sulphaguani- 
dine ; when 12-18 g. is given during 6 days, about 7 g. appears in 
the faeces and about 3-4 g. in the urine (Reimers, 1939; 
Marquardt, 1938). But no report on the use of uleron for 
bacillary dysentery has appeared. 

iii. Bile-—Sulphanilamide and other sulphonamides appear 
in the bile only in concentrations about the same as those in the 
blood ; no large amount of the acetyl derivative appears, so 
that, although it is formed in the liver, it is not excreted by 
this route (Hubbard and Anderson, 1940; Spink, Bergh, and 
Jermsta, 1941; Hubbard and Butsch, 1941). Accordingly 
‘sulphonamides are unlikely to have any special influence in 
cholecystitis beyond their general influence on inflammation 
anywhere in the body. 

iv. Other Secretions——Sulphonamides appear in most of the 
other excretions and secretions in concentrations similar to those 
of the blood. Sulphapyridine injected parenterally appears in the 
gastric juice (apparently by a process of physical diffusion: 
Davenport, 1942), and this may be the explanation of the vomit- 
ing which may cccur in such patients. Sulphathiazole appears 
in the tears in concentrations of 0.1-1.0 mg. per 100 c.cm., 
but this is not the direct cause of the conjunctivitis which 
sometimes develops ; such conjunctivitis is probably due to 
acquired sensitivity (Turkell and Wilhelm, 1941). 

v. Milk.—Sulphonamides appear in the milk of lactating 
women in amounts similar to those of the plasma. Thus during 
a therapeutic course the milk may contain sulphanilamide up to 
9 mg. per 100 c.cm. (Hepburn, Paxson, and Rogers, 1942), 
sulphapyridine 3-13 mg. per 100 c.cm. (F6llmer, 1941), or 
sulphathiazole 0.5-1.5 mg. per 100 c.cm. (Rieben and Druey, 
1942), and the infant may receive sulphapyridine 30-40 mg. 
a day or sulphathiazole about 4 mg. a day. It is the general 
opinion that the amount appearing in the milk of the mother 
is too small to exert any effect, toxic or therapeutic, upon the 
infant. 


Blood Concentration 


The following Table shows typical blood concentrations after 
administration of the different sulphonamides : 


| Blood Concentration 
(mg. per 100 c.cm.) 


Compound Dose Reference 
Free Total 
Sulphanilamide 4g. | 4 
Sulphapyridine 2-4 g. | 2:0 (0-5S—5-0)* | 2-6 Kinsman, Moore, 
2-4 g. followed 4-2-6°5 5-6-8°6 Harrison 
by 1 g. 4- (1940) 
hourly 
Sulphathiazole 1 g. 4-hourly | 4-6 (1:6-8-7) Melton (1941) 
” 6:0 (2-2-13-2) 
Sulphadiazine 2'g. | 2-0-3-3* Ratish, Shackman, 
5 xg. | 36-5:5* and Bullowa 
(1942) 
4-S5g. 8-5 (6-7-10-8) | 9-9 (7:9- | Peterson, Strauss, 
(after 24 hrs. 12-6) et al. (1941) 
2-4) 
3 g. followed | 9-5 (4-4-19-0)| 11-3 Reinhold, Flippin, 
by I g. 4- et al. (1941) 
hourly 


Sulphamezathine | 4 g. followed | 6-0 (2-:0-13)- Macartney ef al. 
| 


| 

| 
by 2 g. 6- (1942) 
hourly | 


| 

Sulphamerazine | 3 g. followed 10-3 (3-5- Murphy, Clark, 
| 
| 


by Ig. 6-8- 15-0) and Flippin 
hourly (1943) 
Sulphaguanidine 1-7 g. | 1-5-4-0* Marshall, Bratton, 
| et al. (1940) 
Succinyl | 17g. followed | 0-S—1:0 (sul- | 1-0-2:0 Poth and Knotts 
sulphathiazole | by 3 g. 4- phathiazole) (succinyl (1942) 
hourly | sulpha- 


thiazole) 


* Blood concentration at about 4 hours after single dose is taken. 


Solubilities of Sulphonamide Compounds 


The solubilities of the various sulphonamide compounds and 
their acetyl derivatives are often important. A table of the 
relevant data is given in M.R-C. War Memorandum No. 10. 
“The Medical Uses of Sulphonamides,” to which reference 
should be made. Briefly summarized, the compounds may 
be classified as: (a) relatively highly soluble (>200 mg. per 
100 c.cm. at 37° C. and pH 7.4)—sulphanilamide, sulphaguani- 
dine, sulphacetamide, sulphadimethylpyrimidine, and acety|- 
sulphanilamide ; (b) moderately soluble (SO-200 mg. as above) 
—sulphathiazole, sulphameraziae, acety!-sulphaguanidine, and 
acetyl-sulphadimethylpyrimidine ; and (c) poorly soluble ( < 50 
mg. as above)}—sulphapyridine, sulphadiazine, acety]-sulpha- 
pyridine, acetyl-sulphathiazole, and acetyl-sulphadiazine. The 
solubility of almost all sulphonamides is greatly increased by 
making the solution alkaline. The sodium salts of the sulphon- 
amides are extremely soluble, up to one part in three. 


Action on Various Organs 


Examined by the methods of classical pharmacology. 
sulphonamides are comparatively inert, and sulphanilamide has 
no effect upon intestine, uterus, heart, or blood pressure. Given 
in toxic doses to laboratory animals, it depresses the cerebral 
cortex and excites subcortical centres, producing coma followed 
by a condition resembling decereobrate rigidity (Hawking, 1937 ; 
Marshall, Cutting, and Emerson, 1938). Similar symptoms of 
convulsions and rigidity (followed by recovery) have occurred 
in a 3-year-old child who took 6 g. sulphanilamide (Reed, 
1944). A case has also been recorded (Cutts and Bowman, 
1941) of «a man who was given by mistake 30 g. sodium sulpha- 
pyridine during a 10-hour period. The main nervous symptoms 
were restlessness, vomiting, and hiccup, but no convulsions, 
twitching, or loss of mental lucidity. When monkeys are given 
repeated sublethal doses of sulphapyridine or sulphathiazole a 
characteristic symptom-complex is produced, consisting of 
anorexia, increasing nausea with or without vomiting, and 
diarrhoea. The commoner toxic effects which occur in man 
are too well known to require detailed description. They may 
be classified as: irritation of alimentary canal (nausea and 
vomiting) ; effects on blood cells and bone marrow (haemolytic 
anaemia, agranulocytosis, thrombocytopenia) ; effects on blood 
pigments (cyanosis, methaemoglobinaemia, sulphaemoglobin- 
aemia); sensitization phenomena (drug fever, skin rashes) ; 
degeneration of particular organs (jaundice and liver damage, 
peripheral neuritis) ; and effects on the brain (mental depression, 
headache, and dizziness). 


Effect on Acid-Base Balance 


Sulphanilamide tends to cause a shift in the reaction of the 
body fluids towards the acid side, bicarbonate being lost from 
the blood. It has been shown that this effect is primarily due 
to the renal excretion of more bicarbonate (i.e., the kidney cells 
reabsorb less bicarbonate from the glomerular filtrate as it 
flows down the tubules) (McChesney, Sprague, and Marshall, 
1941 ; HGber, 1942); while the hyperpnoea and loss of carbon 
dioxide from the lungs is a secondary compensation. Accord- 
ingly, this effect can be corrected for clinical purposes by giving 
sodium bicarbonate in doses equal to those of sulphanilamide. 
There is some evidence that this action of sulphanilamide may 
possibly be connected with the ability of the drug to inhibit 
carbonic anhydrase, the enzyme which catalyses the liberation 
of carbon dioxide from the carbonate of the plasma; as was 
shown by Mann and Keilin (1940), this enzyme is strongly 
and reversibly inhibited by sulphanilamide, but not by sulphon- 
amides in which substitutions have been inserted on the 
—SO,.NH, group ; e.g., sulphathiazole. A blood concentration 
of 3-4 mg. sulphanilamide per 100 c.cm. does not affect the 
excretion of carbon dioxide from the lungs in men at rest; but 
in exhausting exercise there is some hindrance, and men 
taking 2-3 g. sulphanilamide daily are handicapped mentally 
and physically when required to perform exacting or 
strenuous work (Roughton, Dill, Darling, Graybiel, Knehr, 
and Talbott, 1941). On the other hand, men taking 2-4 g. 
sulphathiazole or sulphadiazine are not handicapped in this way 
(Roughton, Darling, Forbes, Horvath, Robinson, and Talbott, 
1942). 
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Other Actions 


Sulphapyridine has some antipyretic action, which may partly 
account for the rapid fall of temperature which it causes in 
patients with pneumonia (Nicolai, 1941). The action of sulphon- 
amides on isolated tissue cells, and their behaviour when 
applied locally to wounds, have been reviewed by Hawking 
(1943). Briefly, saturated solutions of the more soluble 
sulphonamides—e.g., sulphanilamide—have an injurious effect 
upon cells in tissue culture, but concentrations of less than 
50 mg. per 100 c.cm. are usually harmless. When applied to 
wounds, sulphonamides probably cause slight harm to the 
tissues, but this is quite trivial compared with that caused by 
the unchecked growth of bacteria. 

When rats are placed on purified diets containing sulpha- 
guanidine or succiny! sulphathiazole (which suppress the growth 
of the coliform bacilli of the large intestine) growth is diminished 
and various pathological lesions are caused—e.g., aplasia of the 
bone marrow, hyaline sclerosis of blood vessels and viscera, 
dermatitis, and hypertrophy of the thyroid gland. It is con- 
sidered that these effects are probably due to lack of sub- 
stances, such as folic acid, which are synthesized by the bacteria 
of the large bowel (Ashburn, Daft, Endicott, and Sebrell, 1942 ; 
Black, Overman, Elvehjem, and Link, 1942; Mackenzie, 
Mackenzie, and McCollum, 1941). 


Notes on the Pharmacology of Some Newer Sulphonamides 


Sulphadimethylpyrimidine (sulphamezathine): [2(p-aminobenzene- 
sulphonamido)-4 : 6-dimethylpyrimidine]. 


HNC >SO.. NH—C “a 


Synthesized by Sprague, Kissinger, and Lincoln (1941), and by others, 
and introduced (as sulphamethazine) for clinical use by Macartney 
et al. (1942). More soluble than sulphadiazine or sulphamerazine. 
Rapidly absorbed from the intestine, but slowly excreted, so that a 
high blood concentration can be produced by moderate dosage. 
When 4 g. is given by mouth for pneumonia, followed by 2 g. 
every 6 hours (or 1 g. every 4 hours), the blood concentration of 
free sulphonamide reaches 8 mg. per 100 c.cm. in 1-3 hours and the 
subsequent blood level ranges from 2 to 13 (average 6) mg. per 
100 c.cm. The total recovery in the urine is usually about 50% of 
the amount ingested. Judged according to equal blood concentra- 
tions, the toxicity and therapeutic potency are similar to those of 
sulphadiazine. Although both sulphadimethylpyrimidine and _ its 
acetyl derivative are comparatively soluble, one case of haematuria 
and one of urinary suppression occurred in a series of 77 patients 
(Peters and Easby, 1943). However, renal symptoms are usually 
rare with this compound. 

Sulphamerazine: 
midine]. 


H, 


—C—CH 


N 
H,N< cH 
N CH 


Sulphamerazine has recently been described at length in_ this 
Journal (Feb. 3, 1945, p. 155), so that repetition here is unnecessary. 
In brief, sulphamerazine is intermediate in solubility between 
sulphadiazine and sulphadimethylpyrimidine ; its activity and toxicity, 
measured in terms of blood concentration, are similar to those of 
these two compounds; it is rapidly absorbed and produces a more 
persistent high concentration in the blood than either of them, so 
that an adequate level may be maintained by lower and less frequent 
dosage than is necessary in their case. 


Sulphapyrazine: |2(p-aminobenzene-sulphonamido)-pyrazine} 


en 


nall doses of this compound lead to a relatively high blood con- 

ceniration, while large doses cause no corresponding increase. 
Con:equently, at a low dose lovel sulphapyrazine is more active 
than other sulphonamides, but at a high dose level this advantage 
disapp.ars. Absorption is somewhat irregular, making its thera- 
peutic effect uncertain; this irregularity would be a handicap for 
clinical use. As absorption in the intestine is incomplete, large pro- 
portions of the ingested dose reach the faeces, and this compound 
would therefore seem to be suitable for the treatment of bacillary 
dysentery; but no clinical reports have yet appeared about its use 
for this condition (Ruegsegger, Hamburger, Turk, Spies, and 
Blankenhorn, 1941; Schmidt and Sesler, 1943; White, 1942). 


Sulphaguanidine: |p-aminobenzene-sulphonyl-guanidine]. 


NH 
HAN 
NH 


Sulphaguanidine is poorly absorbed when given by mouth, and a 
considerable portion appears in the faeces, this being the reason 
which led to its use in the treatment of bacillary dysentery. After 
doses of 1-7 g. per 70 kg. man, the blood concentration (free) is 
about 1.5-4 mg. per 100 c.cm., the peak occurring after approxi- 
mately 4 hours; about 25-30% of the compound in the blood is 
acetylated. The proportion excreted in the urine after a single dose 
of 1-7 g. is 10-60°, of which two-thirds are free and one-third is 
acetylated (Marshall, Bratton, ef al., 1940). After a course of 9 g. 
during 24 hours to a patient, 1.3 g was recovered trom the faeces 
and 3.1 g. from the urine in 48 hours (Hawking, 1942a). Penetra- 
tion into the cerebrospinal fluid is low. In dehydrated patients with 
dysentery in the British Army in Egypt, sulphaguanidine has 
occasionally caused blockage of the urinary passages. (See also 
Hawking, 1942b.) 


Succinyl sulphathiazole (sulphasuxidine): [2-(p-succinyl-amino- 
benzene-sulphonamido)-thiazole]. 
SCH 


CH 


N 


This compound, which was introduced by Poth and Knotts (1941), 
is broken down in the intestine, liberating small amounts of 
sulphathiazole; the growth of the coliform bacilli (but not that of 
the streptococci) in the large intestine is thereby suppressed and the 
faeces become semi-fluid and odourless; about 2-4 moiions are 
passed daily. The compound is recommended for dysentery and 
for the preparation of patients before undergoing operations on the 
large intestine. The standard dosage in man is 0.25 g. per kg. 
initially and 0.04 g. per kg. 6 times daily for maintenance. The 
urine contains about 5% of the total dose administered. The blood 
contains about 0.5-1.0 mg. free sulphathiazole per 100 c.cm. and 
1.0-2.0 mg. total (i.e., acetyl-sulphathiazole plus succinyl sulpha- 
thiazole) (Poth and Knotts, 1942; Poth, 1942). 


Phthalyl sulphathiazole (sulphathalidine): [2-(p-phthalyl-amino- 
benzene-sulphonamido)-thiazole]. 


| 

~conn€ CH 

\ 
COOH 


Introduced by Toth and Ross (1943, 1944) and Kirchhof, Racely, 
Thompson, and David (1943). It closely resembles succinyl sulpha- 
thiazole, but is 2-4 times more active in suppressing the growth of 
coliform bacilli in the intestine, and it renders the faeces less fluid. 
Promanide (U.S.A.: promin): [Sodium salt of p-p’-diamino- 
diphenyl-sulphone-N,N’-di(dextrose sulphonate)]. 


SO..Na bo .Na 


Introduced by Feldman, Hinshaw, and Moses (1940) for the treat- 
ment of tuberculosis. It restrains the development of experimental 
tuberculosis in guinea-pigs, although it does not save all the animals. 
In human pulmonary tuberculosis it appears to exert a definite slight 
beneficial effect, but this is balanced by the production of toxic 
symptoms. It has now been given to several hundred patients. The 
daily dose is about 1.6 g. (up to 3.2 g.), and this has been continued 
as long as 6 months. The average blood concentration on this dose 
is about 2.4 mg. per 100 c.cm. Promanide enters the cerebrospinal 
fluid only in low concentration. The chief toxic symptoms are 
diminution of haemoglobin and of erythrocytes in the blood 
(apparently due to haemoiysis), cyanosis, and gastro-intestinal dis- 
turbances: rashes, headache, agranulocytosis, and other symptoms 
have also been reported. It is excreted in the urine (average con- 
centration about 100 mg. per 100 c.cm.), but being soluble it does 
not cause urinary blockage. The various toxic effects indicate that 
it should be given only under careful supervision (Hinshaw, Pfuetze, 
and Feldman, 1943; Heaf, Hurford, Eiser, and Franklin, 1943). 


Another compound of this type has been introduced recently— 
iz., promizole. 


NHK 


This is similar in its properties to promanide, but is probably more 
active and less toxic. 
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Marfanil (mesudin, homosulphanilamide, sulphamylon): [p-amino- 
methyl-benzene-sulphonamide]. 


H,N.CH, SO,.NH, 


Introduced by I. G. Farbenindustrie, tested biologically by Domagk, 
and described by Klarer (1941). It had also been prepared indepen- 
dently by Miller, Sprague, Kissinger, and McBurney (1940). It 
differs from all the other sulphonamides in that the amino group 
(H,N) is separated from the benzene ring by a methyl (—CH,—) 
group. Accordingly it is not diazotizable and cannot be estimated 
by Marshall’s method. Also, it is not inhibited by p-aminobenzoic 
acid. Marfanil-fast strains of bacteria are not resistant to sulpha- 
thiazole, and conversely (Link, 1943). Apparently the receptor of 
the organism on which it acts is different from that which is 
susceptible to the usual sulphonamide action. It is more soluble in 
water than sulphanilamide (1,970 mg. per 100 c.cm. at 37° C.), and 
very soluble in dilute acids or alkalis. It is less active than 
sulphanilamide against streptococci. Domagk (1942) claims that it 
is much more’ active against anaerobic infections than this com- 
pound; but this claim is not confirmed by Schreus, Brauns, and 
Schiimmer (1941). It seems to be used extensively in the German 
army for local application to wounds as marfanil-prontosil powder 
(i.e., 1 part marfanil, 9 parts sulphanilamide), and since it is not 
inhibited by p-aminobenzoic acid it may have real advantages for 
this purpose. Mitchell, Rees, and Robinson (1944) have recently 
described a clinical trial for use as a local application to infected 
wounds; they consider it valuable for this purpose. Their trial was 
made with German material captured at El Alamein (see also 
Lancet, 1944, 1, 635) 
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INVESTIGATION AND RESULTS OF 
TREATMENT OF 1,000 CASES OF VAGINAL 
DISCHARGE 


BY 
OSWALD LLOYD, M.D., F.R.C.S., M.R.C.0.G. 


Assistant Gynaecological Surgeon, Addenbrooke's Hospital, 
Cambridge; Late Gynaecological Registrar, 
Middlesex Hospital 
The following account embodies the results of the investigation 
and treatment of 1,000 women complaining primarily of vaginal 
discharge. Each was carefully interrogated and all necessary 
bacteriological and serological investigations were made. Details 
of clinical examination and findings are purposely omitted, as 
the routine is now well established. The cases were all directly 
under my care for a period of at least six months. The services 
of a trained nurse were at all times available, and this has 
contributed greatly to the excellence of the end-results. The 
case incidence of the various types will be found in the Table, 
and each group will be briefly discussed and conclusions drawn 
from the results. 
Case Incidence 


(a) Trichomonas vaginitis .. 447 
(6) Gonococcal infection 178 
(c) Combined trichomonas vaginitis and gonococcal infection a2 a2 
(d) Residual and non-specific erosions aS 193 
(f) Vulvovaginitis of infancy 14 
(zg) Senile vaginitis .. 41 
(A) Non-inflammatory leucorrhoea .. re 27 
(i) Polypi, neoplasms, and foreign bodies . . 


(a) Trichomonas Vaginitis 

The literature dealing with this condition is considerable. At 
first there seemed to be some doubt as to the pathogenicity of 
the organism, but now it is widely accepted as capable of 
producing a vaginitis-—acute, subacute, and chronic. The 
primary source of the infection is still debated: the rectum is 
a potential origin, but is by no means definitely incriminated. 
Almost all cases occur during the reproductive period, but this 
series includes one pre-pubertal and four post-menopausal. It 
affects undoubted virgins and has a predilection for the vagina 
in pregnancy. The association of gonorrhoea and trichomonas 
vaginitis in 32 cases draws attention to the need for careful 
exclusion of Neisserian infection even if Trichomonas vaginalis 
has been demonstrated. The following method of treatment has 
yielded the best results, both immediate and remote. 
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As soon as diagnosis is established, one stovarsol vaginal com- 
pound tablet is inserted daily for at least eight weeks, including 
during the menstrual period. Once a week the vagina is thoroughly 
irrigated with sodium bicarbonate solution, one drachm to the pint, 
then dried, and finally swabbed out with half-strength Bonney blue 
solution. This must be done at least once during two consecutive 
menstrual periods. At the conclusion of the eight weeks the patient 
is given enough tablets to insert one daily during the next three 
menstrual periods. The vaginal painting can with advantage be 
done once a week. Certain modifications have to be made in 
individual cases; for example, when the hymen is intact the Bonney 
blue solution is run in through a small rubber catheter. During 
pregnancy an arbitrary time period of eight weeks has been adopted. 


One case of trichomonas vaginitis deserves special mention, 
because it was among the first few in the series, and it remains 
after five years the only one that has resisted all efforts to 
dislodge the causative organism. 


The patient, then aged 30, had had an irritating discharge 
for several months. The only positive laboratory finding was 
Trichomonas vaginalis. She was treated with 5° negatol vaginal 
packs—a method then being used by me, and reported in the Lancet 
in 1939. This failed, and in company with many others she was 
insufflated with silver picrate. Moderate success attended this treat- 
ment: a number were cured, but recurrences were not infrequent, 
and this patient was among them. She was then given a full routine 
treatment as outlined above, and obtained several weeks’ freedom 
from discharge; but once more it recurred. In addition she com- 
plained that her periods were profuse and irregular. Little improve- 
ment was obtained by medicinal measures, and curettage on two 
occasions brought only temporary relief. Accordingly, subtotal 
hysterectomy was carried out. The Trichomonas infection con- 
tinued to thrive after discharge from hospital, and the patient was 
readmitted. The cervical canal was cauterized and the vagina lightly 
packed with gauze soaked in half-strength Bonney blue solution; 
this was removed after 12 hours, and douches of flavine 1 in 1,000 
were given three times a day. In addition stovarsol vaginal com- 
pound was inserted daily into the rectum, and the urethra was 
swabbed with 10% protargol. After six weeks’ treatment the patient 
was sent home, only to return in three weeks with a typical acute 
Trichomonas infection 

She was advised to douche three times a day and to “ grin and 
bear it.” This she did for several months; then she once more 
appealed for help. She was readmitted to hospital and given a full 
course of 40 g. of prontosil album, without benefit. This was 
followed by a course of stilboestrol up to 5 mg. a day for six weeks, 
without tangible improvement. The vagina was packed with gauze 
soaked in 5°, N.A.B. paint for three weeks; after this improvement 
occurred and hopes ran high. She left the hospital with the vagina 
looking normal for the first time in three years. Recurrence was 
noted in less than a month, and a repetition of the N.A.B. led to 
local soreness and had to be abandoned. She was once more 
admitted; the vagina was irrigated with a solution of quinosan and 
she was given a course of quinosan by mouth. Relief was only 
temporary, and she remained infected in spite of all the above 
treatments. 


(b) Gonorrhoea 

ihis review serves to ijlustrate that gonorrhoea is far from 
being the commonest cause of discharge in women. The 
diagnosis in earlier cases was made by smears only, but, on the 
recommendation of the American Neisserian Society, cultures 
of the cervical pus were made. This is said to lead to more 
positive diagnosis, but in the present series positive cultures were 
obtained only if positive smears had been reported. 

Treatment in the first year was by the routine administration 
of 40 g. of prontosil album by mouth, daily douches, high vaginal 
packs of gauze soaked in glycerin, and urethral swabbing with 
10°, protargol. The prontosil album was replaced by sulpha- 
pyridine, and this eventually by sulphathiazole. Local treat- 
ment was discontinued, but 5 g. of prontosil album powder was 
ins ifflated into the vagina twice within the first week. In 203 
cascs the gonococcus could not be demonstrated after the 
conc'usion of the treatment, but 7 were still positive, and 
recourse was had to local treatment as previously described. 
This as continued until two post-menstrual smears were nega- 
tive fol'owing the use of a provocative vaccine. 


Groups c and d 
Combined gonococcal and Trichomonas infections were 
treated with sulphonamides by mouth, and locally by means 
of stovarsoi and Bonney blue. The results were satisfactory 


in all cases. 


Treatment of residual and non-specific erosions was by 
application of pure negatol to the eroded area twice weekly. 
The results were satisfactory for smal! erosions, but larger 
erosions required electric cauterization. 


(e) Monilia Vaginitis 


This group deserves wider recognition, and will be discovered 
more often if search is made. In a typical case the vaginal 
mucosa is covered with’ the white patches characteristic of 
Oidium albicans. The predominant symptom is a_ white 
musty-smelling discharge causing much irritation. The first 
treatment adopted was douching, followed by painting of the 
vaginal walls with 2°, gentian violet at intervals wi a few days. 
This yielded fair results, but was varied in an attempt to find 
a completely satisfactory method. Monsol (1/200) douches 
were equally satisfactory, but the best treatment, and the one 
used solely during the past year, was the local application of 
mersogel fungicidal ielly (Glaxo). The patient attended the 
clinic for treatment, to ensure that the fungicide reached the 
upper vagina. The results were very satisfactory ; the average 
duration of treatment was three weeks. The infection is 
apparently more common during pregnancy. 


(f) Vulvovaginitis of Infancy 


The number of cases of this disease is small, but the results 
were excellent. Each patient was admitted to hospital and 
examined under anaesthesia. Material was obtained for smears 
and culture, after which the vagina was irrigated with a bland 
lotion; finally a few c.cm. of 10% argyrol were instilled into 
the vagina, and the child kept recumbent, with the foot of the 
bed on blocks. Sulphonamides were given to all these patients 
in doses proportionate to their age. and stilboestrol, | mg. t.d.s., 
was administered for 21 days. The argyrol instillation was 
repeated after a week. All cases were free from any evidence 
of infection six weeks from the start of treatment. 


Groups g, h, and i 


Most cases of senile vaginitis presented in a typical fashion 
—thin purulent discharge causing irritation of the vulva, with 
punctate haemorrhages appearing on the vaginal walls. Treat- 
ment was by lactic acid douches and the administration of 
stilboestrol by mouth in doses averaging 3 mg. a day. The 
results were eminently satisfactory in all cases. resolution 
occurring within two months of the beginning of treatment. 

Non-inflammatory leucorrhoea is diagnosed by examination of 
a high vaginal swab, the findings being epithelial cells and 
Déderlein’s bacillus with no pus cells. Such cases are often 
made worse by ill-advised douching with various antiseptics. 
Relief was obtained by the use of sodium bicarbonate solution, 
but the very nature of the complaint precludes complete cure. 

Group i requires no discussion. Treatment*was by the usual 
methods. 

Conclusion 


This account is incomplete in that no attempt has been made 
to give detailed figures of each subsection of each group: but 
such details would produce a maze of figures that would only 
bore and: confuse. The object has been to give as briefly as 
possible my own methods and conclusions, in the hope that they 
will help others engaged in dealing with similar problems. 


I wish to acknowledge with gratitude the help given by the Bland- 
Sutton Institute of Pathology and the Pathological Department of 
Addenbrooke’s Hospital, and, in particular, that given by the nurses 
who carried out the treatment in the clinic. 


A Polish Military Hospital in the Middle East is now equipped 
with a laboratory for making penicillin, and is the only military 
place in the Middle East for making this drug. Prof. Odrzywolski 
is in charge of the manufacture. The first two phials of mould were 
sent to the Polish Hospital by Sir Howard Florey in May, 1944. 
The Poles have carried out their own experiments, and Prof. 
Odrzywolski came to England recently to visit one of our chief 
penicillin research centres, in order to exchange scientific informa- 
tion and learn improved methods. The Polish Hospital in the 
Middle East supplies not only other Polish hospitals but other Allied 
military medical institutions in the Middle East. 
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TREATMENT OF EPILEPSY BY 


ELECTRICALLY INDUCED CONVULSIONS 
A PRELIMINARY REPORT* 
BY 


GERALD CAPLAN, M.B., Ch.B., B.Sc., D.P.M. 
Deputy Medical Superintendent, Cefn Coed Hospital, Swansea 


Modern views on epilepsy lay stress of? an underlying cerebral 
dysrhythmia as being the essential feature of the disease. This 
disturbance of the electrical equilibrium of the brain leads to 
the occasional accumulation of an excessive quantity of energy, 
and the epileptic fits can be regarded as a discharge mechanism 
whose function it is to disperse this energy whenever it exceeds 
a certain threshold value. 

An epileptic’s chief disability lies in the fact that his fits are 
rarely predictable, and may occur at any awkward moment or in 
situations involving considerable danger. The idea has therefore 
been developed of replacing these spontaneous fits by electrically 
induced convulsions which can be produced under’ controlled 
conditions of time and place. It is not intended that this therapy 
should supersede the pharmacological methods of combating the 
fits, but rather that it should be an accessory treatment in those 
cases in which fits occur despite full dosage of anticonvulsant 
drugs. The present paper is a preliminary report on the results 
of an investigation being undertaken in Cefn Coed Hospital. 
Publication at this early stage has been decided upon in order 
to stimulate criticism and to interest other workers in the subject. 

Material.——Fifteen male epileptics have been under treatment 
for periods ranging from three to nine months. One is an out- 
patient, and has been in regular employment during the last six 
months. The others have been chosen from among the in- 
patients of this public mental hospital. The only factors 
governing the choice were that they should be having at least 
2 to 3 fits a month despite full doses of anticonvulsants, and 
that they should be in good general physical condition. Nine 
cases are being treated with phenobarbitone, five with epanutin, 
and one with a combination of both drugs. All the in-patients 
are suffering from psychosis associated with the epilepsy ; five 
are voluntary patients and the rest are certified. 

Technique.—The convulsions are electrically induced before 
breakfast either once or twice a week. The frequency is varied 
according to the reactions of the individual patient, and no 
general rule as to the optimum has as yet been formulated. The 
apparatus in use is a simplified lightweight machine which has 
been built to my design by Mr. FE. L. Turner, a Swansea radio 
engineer. It has a range of 35 to 135 volts, and the time switch 
can be set to limit the current to from 0.1 to 0.5 second. The 
output has varied between 0.25 amp. and 1.3 amp. This machine 
has been found to be perfectly safe and reliable, and because of 
its handy size is very easy to use. Large numbers of patients 
can be treated rapidly at the same session—the 15 epileptics 
can be treated comfortably in 20 minutes. In all cases except 
one the usual pharmacological treatment has continued 
unchanged. 

The Convulsion.—The induced convulsion is ushered in by a 
sudden mass fiexion movement, which coincides with the passage 
of the electric current, and is probably produced by the local 
stimulation of the cortical cells. This is followed by the usual 
tonicoclonic seizure, the details of which vary from patient to 
patient: one man flings his arms outwards in the tonic phase, 
another throws them forwards: the fingers in one case are 
extended, in another they are flexed into a claw shape. etc. The 
picture of the tonicoclonic episode is an unvarying one in each 
individual patient, and is exactly the same as his behaviour 
during a spontaneous epileptic fit. The seizure is followed by 
a short period of coma with stertorous breathing, and this leads 
on to a stage of confusion lasting from 5 to 30 minutes. The 
last stage is usually of shorter duration than that occurring after 
an epileptic fit, and is rarely accompanied or followed by head- 
ache. 


Illustrative Case Records 
Case 1.—B. 1., a merchant seaman aged 25, under treatment as 
an out-patient, has suffered from epilepsy for 4 years. He had 
received all the usual pharmacological treatment, and had lately been 


* Received for publication Dec. 26, 1944. 


on epanutin 14 gr. b.d., and pot. brom. 20 gr. t.d.s. Despite this 
treatment he had never suffered less than an average of 5 grand-mal 
fits a month. His fits usually came on in the mornings, and vere 
followed by headache and drowsiness, which incapacitated him for 
the rest of the day. On March 29, 1944, electrical convulsion treat- 
ment (E.C.T.) was started, and he was given a convulsion once a 
fortnight. His fits immediately ceased, and he did not have one 
until April 22. He had a second fit a month later. The convulsions 
were then increased to once weekly, and since June 30 he has been 
coming up to the hospital every Friday morning for treatment, and 
leaving an hour afterwards to go back to work. He had given up 
his work as a seaman because of the frequent fits, and shortly after 
starting electrical treatment he had obtained employment as a 
builders’ labourer, which job he has kept. His bromides were 
gradually cut down and then discontinued, but the epanutin has 
been carried on. In the last 6 montis he has had 3 further fits, but 
they have not been followed by the usual post-epileptic confusion 
and headache. The patient himself is delighted with the treatment 
He has regained his self-confidence, and has recovered from the 
depression and hopelessness into which his disability had pre- 
cipitated him. 

Case 2.—O. P., a tin-worker aged 45, was admitted as a certified 
patient on July 4, 1942. He has suffered from epilepsy since 1919. 
On admission he was confused, restless, suspicious, and violently 
combative. He quieted down within a few weeks, but had remained 
irritable and quarrelsome, interfering and complaining, and liable 
to sudden outbursts of violence. He was treated at first with sodium 
phenobarbitone | gr. t.d.s., and since March 9, 1943, with epanutin 

+ gr. t.d.s., but his fits had averaged 6 grand-mal attacks a month. 
On Aug. 29, 1944, he began electrical treatment, and since that date 
has had only 2 spontaneous fits. He was started with a convulsion 
once weekly, and later this was increased to two a week. His 
behaviour has greatly improved; he is now friendly and no longer 
aggressive, his irritability has disappeared, he is working well in the 
ward, and is going out regularly on visits to his relatives, who report 
that his conduct outside is exemplary. 

Case 3.—M. T., a tin-plate worker aged 30, was admitted as a 
voluntary patient on Sept. 14, 1943. He is a feeble-minded man 
who has suffered from epilepsy since 1942. On admission he was 
dull and confused, incontinent of urine, dirty and untidy in dress, 
and barely volitional. He deteriorated rapidly, and, having lost 
volition, was certified on Nov. 15, 1943. Since then he had remained 
more or less unchanged—dirty, untidy, asocial. unoccupiable, and 
depraved in habits. He had been treated with phenobarbitone 1 g1 
t.d.s., but had averaged 9 grand-mal fits a month. He began E.C.T. 
on Aug. 22, 1944, and since then has had a total of 10 spontaneous 
fits—i.e., an average of 2 a month. He began his treatment with 
one convulsion a week, and on Sept. 13 this was increased to two a 
week. His behaviour has improved out of all recognition. He has 
become clean and tidy; he has begun to converse, though only in a 
simple manner; he is working well in the ward and showing some 
initiative; and his former irritability has disappeared. 

Case 4.—C. A., a colliery labourer aged 42, was admitted as a 
certified patient on April 25, 1933. On admission he was clearly 
orientated, but showed a considerable amount of retardation. His 
behaviour was fairly good, but he was subject to sudden attacks of 
irritability and combativeness. With the passage of time he had 
become more dull and retarded, and his periods of quarrelsomeness 
and violence had increased in severity and in frequency. He took 
little interest in his surroundings, and refused to do any work. He 
was treated with sodium phenobarbitone, 1 gr. t.d.s., until March 9. 
1943, when this was changed to epanutin 14 gr. t.d.s. He had 
averaged 4 grand-mal attacks a month during most of his period in 
hospital. He was put on E.C.T. on Aug. 29, 1944, and since then 
has not had a single major fit. He started treatment with one con- 
vulsion a week, and when this was increased to twice weekly he 
began to develop some confusion, so he was put back to his previous 
dose, and the confusion has cleared. His behaviour remains exactly 
the same as previously. 


Results 
Table showing Effect of E.C.T. on Frequency of Fits 


Average ( Before 4] 4] 3 14 9-5 


number] E.C.T. | 
of grand-2 |__| — 
mal fits in | Since |0-°5/0-5} 2 | 1 | 1-5) 0 |0-25; 3 | 3 | 1-5/2-3)0-8) 14) 0 | 9 
a month | E.C.T. 


Effect on the Fits.—Eleven patients have shown a marked 
reduction in the frequency of their grand-mal attacks. In the 
other four cases there has been no great change. The fits, in 
addition to being less frequent, seem in many cases to be less 
severe, though this is of course only a clinical impression based 
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on the testimony of the nursing staff. Certainly there has been 
some improvement in the length and intensity of the post- 
epileptic confusion, and this has been very pronounced in five 
cases. Only one patient ih the series suffers to any great extent 
from minor fits, and these have shown a definite reduction since 
starting treatment. 

Effect on Behaviour.—A ll the in-patients are severe psychotics 
of poor prognosis, who have been a constant source of worry 
to the nursing staff. The effect of the new treatment on their 
behaviour has been very interesting. Scven of them have shown 
no change, but in the others there has been a remarkable and 
welcome improvement. They are less irritable and quarrelsome, 
they are no longer liable to outbursts of violence, they have 
become less confused and more co-operative, and they are 
taking more interest in the ward and have become useful 
workers. One patient used to have frequent furors, but these 
have now ceased. One patient suffers from psychic equivalents 
which take the form of periods of aggressiveness and bad 
temper lasting several hours, and which are not controllable 
by means of drugs. Since starting E.C.T. five months ago he has 
had only one of these attacks, and this was immediately 
terminated by a single convulsion, induced as an emergency 
measure. 

Complications 

No severe or alarming complications have so far been 
experienced. 

Increase in Frequency of Fits——In four cases there was an 
increase in the frequency of fits on beginning the electrical 
treatment, but this did not last longer than the first month, and 
was followed by a reduction in number. 

Increase in Confusion—-In a few cases the patients have 
gradually become more confused, especially when being given 
treatment twice weekly. This confusion always disappeared 
when the number of induced convulsions was subsequently 
decreased. 

Discussion 


Kalinowsky and Kennedy (1943) have reported on the value 
of artificial convulsions as a means of breaking up an epileptic 
cloudy state. During the course of the'r investigation on the 
electrical convulsive threshold of epileptics they were successful 
in keeping two patients free from fits for some months by 
induced convulsions, but were of the opinion that “no practical 
value can be attributed to such a procedure.” Robinson (1943) 
has reported a case of psychosis of a schizophrenic type in an 
epileptic girl which was improved as a result of two short 
courses of E.C.T. Her fits were not decreased by the treat- 
ment. 

Apart from these papers the literature contains no direct 
references to the value of E.C.T. in epilepsy. The idea of 
replacing epileptic fits by electrically induced convulsions as a 
therapeutic measure is therefore a new one ; but the preliminary 
results of the present investigation show that it is not without 
promise, and that the method is one which merits further study. 

A problem which immediately arises is that of choosing the 
right type of case for the treatment. The material on which 
the present study is based is obviously not very suitable, con- 
sisting as it does mainly of demented psychotics. It would be 
interesting to investigate the effect of the convulsions on more 
out-patients of the type of Case 1, especially those who show 
some definite rhythm in the periodicity of their fits. On the 
other hand, a treatment which helped to diminish the irritability 
and aggressiveness of epileptic psychotics would be very useful 
if criteria could be laid down as to the type of patient likely to 
benefit. 

A second problem to be solved is whether the treatment has 
any lasting effect and so can be given in short courses, or 
whether its results are so transient that it must be given con- 
tinuously as a form of * replacement therapy.” 

Many other problems present themselves for solution, and it 
is hoped that some of them may be made the subject of future 
communications. 


Summary 
The possibility is suggested of replacing epileptic fits, which may 
occur anywhere at any time, by convulsions electrically induced 


under controlled conditions of time and place. 


The treatment of 15 cases of epilepsy by this method is described 
and a preliminary report is made on the results. 

In 11 cases the fits have been materially diminished. 

In 7 cases the symptoms of an associated psychosis have been 
ameliorated. 

The value of an induced convulsion as a means of terminating 
a dangerous psychic equivalent has been illustrated. 

No serious or alarming complications have been experienced. 


My best thanks are due to Dr. N. Moulson, medical superinten- 
dent, for his help and advice; and to Mr. W. Place, Mr. L. J. Cole, 
and the male staff of Cefn Coed Hospital for their invaluable 
assistance. 
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FRACTURES OF THE ZYGOMA BONE 


BY 
B. ELIZABETH NESBITT, M.B., Ch.B., B.Sc., F.R.C.S.Ed. 


AND 
Cc. R. DUNCAN LEEDS, M.B., Ch.B., F.R.C.S.Ed., D.O.ML.S. 


Fractures of the zygoma or malar bone are always due to 
direct violence, the direction of violence determining the dis- 
placement. The bone is usually driven backwards and medially 
into the maxillary antrum and impacted there. The fracture is 
often comminuted and may have extension along the floor of the 
orbit into the orbital plate of the maxilla. 

The zygomatic bone is a strong bone resting on four fragile 
supports, one or more of which are the sites of fracture, where 
it unites with: (1) The maxilla directly above the infraorbitai 
foramen, the two bones forming the inferior orbital margin. 
(2) The zygomatic or lateral angular process of the frontal bone, 
forming the lateral margin of the orbit. (This margin is, in 
rare cases, cut by a second suture where the malar bone con- 
sists of two pieces—‘ mala bipartita” or “os japonicum ” 
(Whitnall).) (3) The zygomatic process of the temporal bone 
forming the zygomatic arch. (4) The anterior wall of the 
maxillary antrum. 

Diagnosis 

Diagnosis can often be made at sight. Many or all of 
the following signs and symptoms are present: (1) “ Black 
eye,” subconjunctival haemorrhage ; (2) unilateral epistaxis ; 
(3) flattening of contour and lack of expression on the affected 
side (depression may be masked by oedema‘and ecchymosis) ; 
(4) irregularity and depression of the inferior orbital margin, or 
zygomatic arch just anterior to the ear ; (5) pain and tenderness 
over one or more of supports previously mentioned ; (6) pain 
on and difficulty in mastication ; (7) numbness in the region 
supplied by the infraorbital nerve ; (8) mobility and crepitus 
usually absent. 

Confirmation is made by radiographs, the chin-nose position 
being the most suitable in our experience ; this reproduces the 
orbital margins and any irregularity very clearly, although Stone 
recommends a mento-vertex view, which shows up the 
zygomatic arch and any inward displacement of the zygoma. 
The degree of violence may be almost insignificant and the 
fracture missed. 

Complications 

Ocular.—Persistent and vertical diplopia, due to (a) lack of 
support of the floor of the orbit, or (b) damage to the ligament 
of Lockwood (ligamentum suspensorium oculi), the eyeball 
being displaced downwards, with consequent hypotropia or 
hypophoria, or (c) orbital haemorrhage and organization of the 
clot interfering with the action of the inferior oblique and 
inferior rectus muscles, or (d) injury to the nerve supply of 
these muscles. 

Nasal.—Infected haematoma of the maxillary antrum neces- 
sitating drainage. 

Others.—Permanent loss of sensation in the region supplied 
by the infraorbital nerve. Mechanical obstruction to jaw 
movements due to pressure of in-driven fragments of the 
zygoma in the coronoid process of the mandible. 
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Treatment 


Early replacement of fragments is essential to ensure com- 
plete absence of complications. The method of choice we con- 
sider to be the Caldwell-Luc approach to the antrum through 
an incision in the gingival sulcus. The line of fracture or the 
comminuted fragments are visible in raising the cheek. All 
loose fragments should be removed and also the residual blood- 
clot. The impacted bone is freed and raised upwards and out- 
wards and the inferior orbital margin reconstituted. The 
antrum is packed with gauze, impregnated with bipp, and the 
end brought through an opening into the inferior meatus. The 
incision in the mouth is closed. The pack is removed in five 
days and the patient allowed home in 10 to 14 days. 

Other Methods of Replacement.—(1) Gillies recommends an 
incision in the scalp above and anterior to the ear through 
skin and temporal fascia. A long, narrow, curved elevator is 
slid downwards behind the zygomatic arch and the bone 
elevated upwards and outwards. He admits that comminution 
requires the radical antrum approach. (2) Spaeth recommends 
pressure outwards on the lower part of the lateral orbital margin 
below the outer canthus. (3) Others recommend pressure from 
within the mouth or the use of hooked forceps through an 
external incision. 

We do not think that enough power could be exercised in 
badly impacted cases using these methods. The ocular com- 
plications in untreated cases with vertical diplopia may be dealt 
with by suitable operations on one or more of the extrinsic 
ocular muscles, usually a weakening of the action of the 
contralateral synergist, with subsequent orthoptic treatment if 
required. As a last resort, prismatic lenses to restore the muscle 
balance may be prescribed. Where the antrum has been opened 
and drained no subsequent complication has followed in our 
Cases. 

Case Histories 

Case 1.—A. S., aged 18. 10/7/42: Fell off motor-cycle; severely 
injured. Fractured right’ zygoma_ missed. 1/10/42: Vertical 
diplopia; impaired action of right inf. oblique: 24 prism dioptres 
hyperphoria; left eye higher than right (L./R. 24A. 8/10/42: 
Operation—recession of left sup. rect. muscle. Three weeks later 
still some diplopia. 16/11/42: Operation—myectomy of left inf. 
obl. 16/12/42: Hyperphoria L./R. 24.:; no diplopia; visual acuity, 
6/6 R. and L. 

Case 2.—W. T. (59). Knocked down by motor-car, 2/10/42. 
13/12/42: Diplopia looking up; fractured left zygoma; impaired 
action of left inf. obl. ; hyperphoria R./L. 164. 17/12/42: Opera- 
tion—recession of right sup. rect. 19/1/43: R./L. 44. No further 
operation desired. Slight diplopia corrected by prismatic lenses. 

Case 3—Mrs. D. (27). 10/3/42: Struck in right eye with fist. 
17/3/42: Fractured right zygoma, confirmed by radiograph; frac- 
tures at infraorbital foramen and two of lateral wall of orbit, with 
downward displacement of inferior orbital margin. Treatment re- 
fused because of domestic complications. 10/6/43: Diplopia look- 
ing down (right inf. rect.), corrected by vertical prismatic lenses. 
7/9/43: With glasses, no diplopia; orthophoric with Maddox rod. 

Case 4.—T. S. (71). 4/4/43: Fell off bus. Examined 25/4/43: 
Diplopia down and slightly to left; numb feeling in cheek ; epistaxis 
and subconjunctival haemorrhage at time of accident. Radiograph 
confirmed fractured zygoma. Reduction refused by patient. Dip- 
lopia corrected wiih 6 prisms vertically, divided between the two 
eyes. 17/7/43: No diplopia with glasses; prisms reduced to 44; 
orthophoric with Maddox rod and wing tests. V.A., 6/6 R. and L. 

Case 5.—Mrs. C. (54). 17/5/43: Fell in street, sustaining black 
eye and subconjunctival haemorrhage. Examined 25/5/43: Frac- 
tured left zygoma at infraorbital foramen, with depression of inferior 
orbital margin. Operation same day; bone easily raised into posi- 
tion and antrum packed. Patient discharged in 10 days. 20/6/43: 
Perfect position; still numbness of cheek. 17/7/43: V.A., 6/6 R. 
and L. No diplopia. Maddox rod and wing, orthophoric (no 
muscle imbalance). 

Case 6.—D. M. (56). Struck by fist in right eye. 7/7/42: 
Several signs present; no displacement; fractured zygoma at infra- 
orbital foramen. No treatment. 28/7/43: V.A., 6/9 R. and L. 
Maddox rod and wing, orthophoric. 

Case 7.—W. F. (57). 10/9/43: Struck on side of face by fall 
of coal; usual signs present and fractured right zygoma. Impacted 
fragments disengaged and replaced. 22/9/43: Patient discharged 
from hospital. 20/11/43: V.A., with glasses, no prisms, 6/6 R. 
and L. Maddox rod and wing, orthophoric. 

Case 8.—T. McA. (18). 3/10/43: Struck by hammer on side of 
face; usual signs and symptoms. Radiograph confirmed fractured 


zygoma with extension into orbital plate of maxilla. 10/10/43: 
Operation revealed comminuted fracture of anterior wall of antrum; 
fragments removed and zygoma replaced in position. Patient dis- 
charged 14 days later. 16/1/44: Radiograph shows perfect align- 
ment: no diplopia; orthophoric. 

Case 9.—A. F. (62). 2/11/43: Fell off cycle on left side of iace. 
Many of usual signs present; fractured left zygoma at infraorbital 
foramen; slight displacement. Operation—bone easily raised into 
position. Patient discharged in 10 days. 16/1/44: No diplopia: 
orthophoric. 

Summary 

Diagnosis and treatment of fractures of the zygomatic bone and 
its complications are dealt with. 

Two cases were not seen early enough; complications treated by 
extraocular muscle operations. 

Seven patients were seen soon after accident, two of whom refused 
operation: diplopia corrected with prismatic lenses. 

Four cases had fractured bone replaced; no complications arose 
subsequently. 

One case required no treatment. 

Immediate operative treatment to restore the displacement is 
stressed. Several methods of reduction are mentioned; open opera- 
tion by Caldwell-Luc approach is suggested as being the most suit- 
able. Subsequent treatment, operative or optical, of the commonest 
complication—persistent diplopia—should be carried out at a later 
date if required. 

No patients should be informed that 
them. 


‘nothing can be done for 


SOLITARY DIVERTICULUM OF THE CAECUM 


BY 


G. C. DORLING, F.R.C.S. 


Department of Surgery, British Postgraduate Medical School, 
Hammersmith L.C.C. Hospital 


The recent report by Dr. Hendtlass (1944) of a case of per- 
forated solitary diverticulum of the caecum has drawn atten- 
tion to this rare condition. which may be with when 
operating for appendicitis. Unless one is aware of the con- 
dition it is apt to be mistaken for carcinoma or tuberculosis, 
and needlessly extensive and severe operations, such as herni- 
colectomy. may be performed (Grace, 1940). 

In 1937 Bennett-Jones reviewed the literature. collecting 
reported cases and adding 3 of his own. In none of these 22 
cases were any associated diverticula of the rest of the colon 
demonstrated. 

The cases appear to be of two types. (1) Congenital true 
diverticulum of the caecum is an elongated pouch usually 
arising near the ileo-caecal valve and resembling an extra 
appendix. (2) False solitary diverticulum of the caecum. This 
has to be distinguished from the simple non-specific ulcer of the 
caecum well described by J. R. Cameron (1939) as resembling a 
peptic ulcer in its pathology. The diverticulum is a definite 
pouch which may show an area of inflammation in its wall, 
whereas the ulcer is purely an ulcer without any pouch. From 
the practical point of view the differentiation is unimportant, 
for the treatment is the same. The diverticulum is “ false ~ 
because it does not consist of all the coats of the caecum, as 
does the congenital type, but is a hernial protrusion of the 
mucosa and submucosa through the muscularis. This may be 
caused by pulsion or by traction. 

The fact that the diverticulum is usually solitary suggests 
that it has a different aetiology from multiple diverticulosis of 
the colon and ts against the cause being pulsion from within. 
I can trace only one case—that reported by Mr. Lawrence Able 
(1939), in which associated diverticulosis of the fe'vic 
was found. Traction may be caused by contraction of the scar 
tissue of a healing nog-specific ulcer of the caecum (cf. 
diverticula of the duodenum associated with scars of old peptic 
ulcers). 

Three of the reported cases, as well as the one here recorded. 
were associated with calcified tuberculous mesenteric glands. 
It is possible that the contracture of scar tissue around these 
glands may cause the diverticulum by traction. One of the 
reported cases (Thomsen, 1935) actually showed calcified tissue 
in the caecal wall. Harold Edwards (1939) calls attention to 
the comparative youthfulness of these pat-ents with solitary 
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diverticula of the caecum. Eleven of Bennett-Jones’s 22 cases 
were below the age of 32, whereas of Edwards’s 15 cases of 
diverticulosis elsewhere in the colon the average age was 55 
years, the extremes being 38 and 75 years. 

Treatment——All that is necessary is to perform a_ local 
resection of the diverticulum and adjacent portion of the 
caecum. A catheter inserted into the caecum through the stump 
of the appendix, which is usually removed at the same time, is 
a simple precaution to relieve any tension on the suture line and 
allow the giving of fluids if necessary. 


Case Report 


A muscular but not at all obese bricklayer aged 48 was admitted 
to Lewisham Hospital on March 21, 193°. Two days _ before 
admission he began to have pains across the abdomen which settled 
in the R.I.F. He vomited once the day before admission. There 
was a history of a right inguinal hernia for three years. Two years 
ago he had vomiting and general abdominal pain for one week. 
During the last 18 months he had suffered from vague abdominai 
pain without any regular relation to meals. He was never com- 
pletely free from this pain for more than a week. His weight had 
kept constant. 

On admission he resembled a case of acute appendicitis, there 
being rigidity in the R.I.F., with deep tenderness over McBurney’s 
point Temperature 98.4° F.; pulse 88; respirations 22. Under 
general anaesthesia a gridiron incision was made. The appendix 
was long, contained three faecaliths, but was not inflamed or 
obstructed. A diverticulum of the infero-lateral aspect of the 
caecum admitted the tip of the index finger. It was inflamed and 
very thin at one part. Some calcified glands were seen in the ileo- 
caecal region. A wedge-shaped portion of caecum including the 
diverticulum was resected and the caecum sutured in two layers. 
The appendix was removed and a catheter tied into the caecum 
through the invaginated stunip of the appendix. A corrugated 
rubber drain was inserted down to the site of resection. 

The patient made an uninterrupted recovery. There was a very 
little faeces-stained discharge from the catheter. The corrugated 
drain was removed on the fourth day and the catheter on the tenth 
day. The wound was dry a few days later, and he was discharged 
home three weeks after admission. 

A plain radiograph of his abdomen confirmed the presence of 
calcified glands in the right lower quadrant of the abdomen. A 
barium meal showed no diverticula elsewhere in the colon. The 
barium meal was repeated in March, 1940: again the whole colon 
appeared normal. He had no symptoms. 


1 am indebted to Prof. W. G. Barnard, then Director of the 
London County Council Histological Laboratory, for the 
excellent photomicrographs. He reported on the sections as 
follows: 

‘Purulent diverticulitis of caecum. The diverticulum is typical 
of the more common diverticula of colon. It is a hernial protrusion 
of mucosa and submucosa through the muscularis, and because of 


L 

Fic. 1 
The abrupt termination of the caecal muscular coats (M) on 
each side of the diverticulum is clearly shown. 


his is called a false diverticulum, to distinguish it from a_ true 
diverticulum, which would have the addition of the muscular coats 
n its wall. In Fig. 1 the abrupt termination of the caecal muscular 
coats on each side of the diverticulum is clearly shown, as are the 
mucosa and submucosa composing the wall of the diverticulum. At 


one side of the diverticulum the mucosa is missing, and here there 
is a purulent infiltration which has spread to the pericaecal fatty 
tissue (Fig. 


Fic. 2.—High magnification of the area outlined in ink in 
Fig. 1, showing purulent inflammation. 


Summary 


A case of purulent inflammation in a solitary diverticulum of the 
caecum is reported. The aetiology of the condition is discussed 
and local excision is recommended as the best treatment. 
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PENICILLIN AND FIBRINOLYSIS 
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Staph. pyogenes can produce an enzyme fibrinolysin or fibrinase 
which may dissolve the clot produced by its own coagulase 
activity (Gonzenbach and Uemura, 1916; Gengou, 1933; 
Reimer, 1936). Some strains are more active in fibrinolysis 
than others. This fibrinolysis is well seen on inoculating 
0.2-ml. quantities of human citrated plasma (diluted I : 4) in 
2 in. by 3/8 in. test-tubes with a large loopful of a 24-hour 
broth culture of a= strongly fibrinolytic strain of Staph. 
pyogenes. After 3 hours’ incubation the contents of the tubes 


Paste I.—Comparative Activity of Fibrinolytic Afibrinolytic 
Strains of Staph. pyogenes 


: . . Colour Colour 
Clot | Clot Clot to to 
Present | Present | Present | y). ae , Neutral 
After After After eg Red 
3hrs. | 6hrs. | 9hrs. | itic ily After 
0-2 ml. plasma 1 : 4 inoculated 
with 1 loopful of a 24-hr. Vallow Rink 
broth culture of a coagulase- 
positive fibrinolytic strain | 
of Staph. pyogenes } 
0:2 ml. plasma 1: 4 inoculated 


with | loopful of a 24-hr. | 
broth culture of a coagulase- > 
positive afibrinolytic strain } 
of Staph. pyogenes J 
Notes ON TABLE I.—(1) Double results refer to duplicate experiments. (2) 

0.02 ml. of 0:04%, neutral red added to each tube. (3) indicates coherent 

clot occupying major portion of contents of tube. + indicates some clot. 
indicates absence of clot. 


have solidified to a gel, but after further incubation for 3 to 6 
hours the clot redissoives completely. These facts are illus- 
trated in Table I, which compares the fibrinolytic activity of 
two strains—one strongly fibrinolytic, the other afibrinolytic. 
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It will be seen from Table I that the first strain of Staph. 
pyogenes has caused the complete solution of the clot formed 
by its own coagulase activity within 6 hours of putting up the 
experiment. The second strain has failed to dissolve the clot 
even after 9 hours’ incubation. Both strains, however, were 
equally effective in the production of acid. It has recently 
been suggested by Wilson Smith and Hale (1944), in a valuable 
study on the mechanism of coagulase activity, that fibrinolysis 
by Staph. pyogenes is associated with dissolution of the clot 
in the presence of acid formed by the growth of the organism. 
It is true that acid is formed simultaneously with the solution 
of fibrin, but fibrinolysis does not merely consist in the solu- 
tion of fibrin at a low pH, since acid is formed just as readily 
by strains which cannot ‘readily dissolve fibrin. Fibrinolysis 
and fermentation are independent phenomena. 

Fibrinolysis is readily shown by suitable strains of Staph. 
pyogenes Which produce both intense coagulaton and rapid 
subsequent clot solution. Many such strains have been 
isolated from cases of pyodermia kindly sent to me by Major 
J. H. Twiston Davies, R.A.M.C. The only available subculture 
of the Oxford staphylococcus, however (possibly owing to loss 
of activity by repeated subculture), produced an inconstant and 
attenuated fibrin web under these conditions, and was therefore 
not suitable for the study of fibrinolysis. 

Penicillin inhibits haemolysis by haemolytic streptococci 
(Wilson, 1943; Rammelkamp, 1942; Fleming, 1943, 1944). It 
appeared of interest to ascertain whether penicillin also inter- 
feres with fibrinolysis by Staph. pyogenes. Since this work was 
started an account of the inhibition of fibrinolysis by haemolytic 
streptococci has come from America (Neter and Will, 1944). 
That penicillin also inhibits fibrinolysis by Staph. pyogenes will 
be clear from the results which follow. 

Varying quantities of penicillin dissolved in 0.05 ml. of distilled 
water are added to 0.05-ml. quantities of human citrated plasma 
in sterile 2 in. by 3/8 in. test-tubes : 0.10 ml. of saline is added 
to each tube to give a final volume of 0.20 ml. Then each tube 
is inoculated with one loopful (2 mm. diameter) of a 24-hour 
broth culture of a penicillin-sensitive coagulase-positive strain 
of Staph. pyogenes, known from previous experiments to be 
active in dissolving fibrin. After 3 hours’ incubation a clot is 
seen to have formed in each tube, both in the presence and in 
the absence of penicillin. But after a further 9 hours’ incuba- 
tion (or even earlier) all the clot is dissolved in the control 
tubes without penicillin. With concentrations of 0.1 unit of 
penicillin per ml. and above, the clot remains unchanged, 
fibrinolysis having been completely inhibited. With less than 
0.1 unit per ml., although fibrinolysis is sometimes delayed at 
the start, disintegration of the clot is generally complete after 
9 or 12 hours’ total incubation. The results of a typical experi- 
ment are recorded in Table II. 


Taste Action of Penicillin on Penicillin-sensitive Strains of 
Staph. pyogenes 
Presence or Absence of Clot After 
Finai Varying Periods of Incubation Follow- 
Concentration of ing Inoculation with Staph. pyogenes Growth 
Penicillin in (Penicillin-sensitive and Fibrinase- After 
Oxford Units positive) 21 hrs. 
per ml. 
3 hrs. 9 hrs. 12 hrs. 20 hrs: 
4. +. ome - + 
) 4. 
0-025 i 
\ 
0-05 J 
\ 4 | | 4 | of. 


Notes ON TABLe Hf.—(1) Double results refer to duplicate experiments. (2) All 
tubes contained 0-10 ml. saline and 0-05 ml. human citrated plasma. Final 
volume made up with distilled water containing varying amounts of penicillin 
to 0:20 ml. (3) indicates presence of large coherent clot occupying a large 
part of contents of tube. indicates presence of some clot. indicates absence 
of clot. 


Penicillin inhibits fibrinolysis by penicillin-sensitive Staph. 
pyogenes readily also in the presence of serum. This action 
can be used for the detection and estimation of penicillin in 
serum. The serum sample for estimation is progressively 
diluted with penicillin-free serum obtained from the same 
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patient before treatment. Human citrated plasma is added, and 
each tube is inoculated with fibrinolytic Staph. pyogenes as in 
the above experiments. The titre down to which fibrinolysis 
is inhibited is determined and compared with controls, using 
the same penicillin-free serum with added known quantities of 
penicillin. These control experiments determine the end-point 
of fibrinolysis with the particular serum employed. It is 
important to use penicillin-free serum obtained from the same 
patient before treatment, both as diluent for the serum sample 
to be tested and in the controls with known amounts of peni- 
cillin ; otherwise errors due to the presence of antifibrinolytic 
agents (see Tillett and Garner, 1933 ; Stuart-Harris, 1935) may 
arise. This procedure also controls any effect due to decom- 
position of penicillin in presence of serum (see Bigger, 1944). 
Some sera are, however, so resistant to fibrinolysis that their 
penicillin content cannot be measured by this method. Fleming's 
(1944) recently described method is thus preferable. 

Results employing this effect of penicillin on fibrinolysis 
have, however, found the penicillin concentration in the serum 
to be of the order of 3 units per ml. 15 to 30 minutes after 
intramuscular injection of 1,000,000 units, and to be 0.4 to 0.8 
units per ml. after 1 hour. 

In contrast to the action of penicillin on the fibrinolysis by 
penicillin-sensitive Staph. pyogenes, with insensitive no 
such action is observed. Table IIJ demonstrates the failure of 
pen-cillin to inhibit fibrinolysis by an insensitive strain. 


strains 


TABLE IlI.—Action of Penicillin on Penicillin-insensitive Strains 


| Presence or Absence of Clot After 

Various Periods of Incubation with 

Penicillin-insensitive Fibrinase-posi- 
tive Staph. pyogenes 


Final Concentration 
of Penicillin in 
Oxford Units 

per ml. 


9 hrs. 


3 hrs. 


NOTES ON TABLE IIJ.—(1) All tubes contained 0-10 ml. human 
diluted with an equal volume of saline and 0°10 ml. water, c 
quantities of penicillin, to give a final volume of 0-20 ml. (2) Symb 
connotation as in Table I. 


The results in Table III show that concentrations of penicillin 
which inhibit growth and fibrinolysis with sensitive strains of 
Staph. pyogenes fail to do so when insensitive strains are 
employed. The action of penicillin in inhibiting fibrinolysis is 
therefore connected with the inhibition of growth and metabo- 
lism, rather than with actual, inhibition of the enzymic process 
of fibrin solution. 

Under the conditions studied penicillin did not interfere with 
coagulase activity. presumably because sufficient preformed 
coagulase was present in the inoculum to cause rapid deposition 
of fibrin. The formation of acid, however, which accompanies 
growth and fibrinolysis is inhibited by penicillin with penicillin- 


sensitive sirains. This is illustrated in Table IV. 


TABLE I\ 
Presence or Absence Colour of Cc S 
of Clot After Varying Tubes Before and Afte 
Final Concentration Periods of Incubation li vation (0-02 
of Penicillin in with Fibrinolytic Strain 0-:04°,, Neutral R 


Oxford Units per ml. of Staph. pyogenes 


3 hrs. 9 hrs Initial 
0-00 
0-025 
0-05 
0-10 
0:25 
0-50 
NOTES ON TABLE IV.—(1) All tubes contained 0-10 ml. human citr 
previously diluted with an equal volume of saline and 0-10 mi taining 
varying quantities of penicillin. To each was added 0-02 ml. of 004% neutral 
red. Final volume, 0:22 ml. (2) Symbols have same connotation n Table I 


It is seen from the results shown in Table IV that the pH 
changes which normally accompany growth are abolished by 
penicillin at the same time as the interruption of fibrino- 
lysis. 
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on the testimony of the nursing staff. Certainly there has been 
some improvement in the length and intensity of the post- 
epileptic confusion, and this has been very pronounced in five 
cases. Only one patient in the series suffers to any great extent 
from minor fits, and these have shown a definite reduction since 
starting treatment. 

Effect on Behaviour—All the in-patients are severe psychotics 
of poor prognosis, who have been a constant source of worry 
to the nursing staff. The effect of the new treatment on their 
behaviour has been very interesting. Seven of them have shown 
no change, but in the others there has been a remarkable and 
welcome improvement. They are less irritable and quarrelsome, 
they are no longer liable to outbursts of violence, they have 
become less confused and more co-operative, and they are 
taking more interest in the ward and have become useful 
workers. One patient used to have frequent furors, but these 
have now ceased. One patient suffers from psychic equivalents 
which take the form -of periods of aggressiveness and bad 
temper lasting several hours, and which are not controllable 
by means of drugs. Since starting E.C.T. five months ago he has 
had only one of these attacks, and this was immediately 
terminated by a single convulsion, induced as an emergency 
measure. 


Complications 

No severe or alarming complications have so far been 
experienced. 

. Increase in Frequency of Fits—In four cases there was an 
increase in the frequency of fits on beginning the electrical 
treatment, but this did not last longer than the first month, and 
was followed by a reduction in number. 

Increase in Confusion—In a few cases the patients have 
gradually become more confused, especially when being given 
treatment twice weekly. This confusion always disappeared 
when the number of induced convulsions was subsequently 
decreased. 

Discussion | 

Kalinowsky and Kennedy (1943) have reported on the value 
of artificial convulsions as a means of breaking up an epileptic 
cloudy state. During the course of their investigation on the 
electrical convulsive threshold of epileptics they were successful 
in keeping two patients free from fits for some months by 
induced convulsions, but were of the opinion that “ no practical 
value can be attributed to such a procedure.” Robinson (1943) 
has reported a case of psychosis of a schizophrenic type in an 
epileptic girl which was improved as a result of two short 


. courses of E.C.T. Her fits were not decreased by the treat- 


ment. 

Apart from these papers the literature contains no direct 
references to the value of E.C.T. in epilepsy. The idea of 
replacing epileptic fits by electrically induced convulsions as a 


therapeutic measure is therefore a new one ; but the preliminary — 


results of the present’ investigation show that it is not without 
promise, and that the method is one which merits further study. 

A problem which immediately arises is that of choosing the 
right type of case for the treatment. The material on which 
the present study is based is obviously not very suitable, con- 
sisting as it does mainly of demented psychotics. It would be 
interesting to investigate the effect of the convulsions on more. 
out-patients of the type of Case 1, especially those who show 
some definite rhythm in the periodicity of their fits. On the 
other hand, a treatment which helped to diminish the irritability 
and aggressiveness of epileptic psychotics would be very useful 
if criteria could be laid down as to the type of patient likely to 
benefit. 

A second problem to be solved is whether the treatment has 
any lasting effect and so can be given in short courses, or 
whether its results are so transient that it must be given con- 
tinuously as a form of “replacement therapy.” 

Many other problems present themselves for solution, and it 
is hoped that some of them may be made the subject of future 
communications. 
Summary 

The possibility is suggested of replacing epileptic fits, which may 
occur anywhere at any time, by convulsions electrically induced 


under controlled conditions of time and place. 


The treatment of 15 cases of epilepsy by this method igs desc, —_— 
and a preliminary report is made on the results, er 
In 11 cases the fits have been materially diminished, 


In 7 cases the symptoms of an associated psychosis have } Ea 
ameliorated. ‘ fete 
The value of an induced convulsion as a means of terminatis viet 


a dangerous psychic equivalent has been illustrated. - . an if 
No serious or alarming complications have been experienced comr 


My best thanks are due to Dr. N. Moulson, medical . loose 
dent, for his help and advice; and to Mr. W. Place, Mr. Ly. Cole} cot. 


staff of Cefn Coed Hospital for their invaluablel yard 
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C. R. DUNCAN LEEDS, M.B., Ch.B., F.R.C.S.Ed., D.O.M.§| withit 
exter! 


Fractures of the zygoma-or malar bone are always due tp We 
direct violence, the direction of violence determining the dis bad 
placement. The bone is usually driven backwards and medially scat 
into the maxillary antrum and impacted there. The fracture er | 
often comminuted and may have extension along the floor of the} gculai 
orbit into the orbital plate of the maxilla. A contre 
The zygomatic bone is a strong bone resting on four fragile} requit 
supports, one or more of which are the sites of fracture, where | 
it unites with: (1) The maxilla directly:above the infraorbitalf and ¢ 
foramen, the two bones forming the inferior orbital margin.§ cases. 
(2) The zygomatic or lateral angular process of the frontal bone} 
forming the lateral margin of the orbit. (This margin is, in 
rare cases, cut by a second suture where the malar bone con-}-.- ed 
sists of two pieces—‘‘mala bipartita” or “os japonicum” diplop’ 
(Whitnall).) (3) The zygomatic process of the temporal bone hyperp 
forming the zygomatic arch. (4) The anterior wall of the} Operat 
maxillary antrum. still sc 
Diagnosis 
Diagnosis can often be made at sight. Many or all off Case 
the following signs and symptoms are present: (1) “Black 13/12/ 
eye,” subconjunctival haemorrhage ; (2) unilateral epistaxis ;] action 
(3) flattening of contour and lack of expression on the affected | ton—r 
side (depression may be masked by oedema and ecchymosis); | 9&4" 
(4) irregularity and depression of the inferior orbital margin, or} © 
zygomatic arch just anterior to the ear ; (5) pain and tenderness 17/3/4 
over one or more of supports previously mentioned ; (6) pain rd 
on and difficulty in mastication ; (7) numbness in the region fused b 
supplied by the infraorbital nerve ; (8) mobility and crepitus}ing doy 
usually absent. 47/9/43 
Confirmation is made by radiographs, the chin-nose position} Case 
being the most suitable in our experience ; this reproduces the} Diplopi 
orbital margins and any irregularity very clearly, although Stone sut 
recommends a mento-vertex view, which shows up the lis ‘c 
zygomatic arch and any inward displacement of the zygomafeyes 
The degree of violence may be almost insignificant and theforthoph 
fracture missed. ‘ Case 


Complicati and 
plications 


Ocular.—Persistent and vertical diplopia, due to (a) lack Offorpital , 


‘support of the floor of the orbit, or (b) damage to the ligamentftion anc 


of Lockwood (ligamentum suspensorium oculi), the eyeballfPerfect 
being displaced downwards, with consequent hypotropia organd L. 
hypophoria, or (c) orbital haemorrhage and organization of they” 
clot interfering with the action of the inferior oblique andg_ Case 
inferior rectus muscles, or (d) injury to the nerve supply ¢ ela 


these muscles. BMaddox 
Nasal.—Infected haematoma of the maxillary antrum necé Paes 
sitating drainage. of coal ; 


Others.—Permanent loss of sensation in the region suppliedjragmen 
by the infraorbital nerve. Mechanical obstruction to jamgrom he 
movements due to pressure of in-driven fragments of f 
zygoma in the coronoid process of the mandible. 
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is describe) 
Treatment 

; have beall Early replacement of fragments is essential to ensure com- 

ete absence of complications. The method of choice we con- 
terminatingh sider to be the Caldwell-Luc approach to the antrum through 
: an incision in the gingival sulcus. The line of fracture or the 
erienced, § comminuted fragments are visible in raising the cheek. All 


superinten 4 190se fragments should be removed and also the residual blood- 
lef cot. The impacted bone is freed and raised upwards and out- 
invaluable wards and the inferior orbital margin reconstituted. The 
antrum is packed with gauze, impregnated with bipp, and the 
end brought through an opening into the inferior meatus. The 
incision in the mouth is closed. The pack is removed in five 
days and the patient allowed home in 10 to 14 days. 
' Other Methods of Replacement.—(1) Gillies recommends an 
incision in the scalp above and anterior to the ear through 
skin and temporal fascia. A long, narrow, curved elevator is 
sid downwards behind the zygomatic arch and the bone 
elevated upwards and outwards. He admits that comminution 
requires the radical antrum approach. (2) Spaeth recommends 
pressure outwards on the lower part of the lateral orbital margin 
below the outer canthus. (3) Others recommend pressure from 
within the mouth or the use of hooked forceps through an 
external incision. 

We do not think that enough power could be exercised in 
badly impacted cases using these methods. The ocular com- 
plications in untreated cases with vertical diplopia may be dealt 
with by suitable operations on one or more of the extrinsic 
ocular muscles, usually a weakening of the action of the 
contralateral synergist, with subsequent orthoptic treatment if 
required. As a last resort, prismatic lenses to restore the muscle 
balance may be prescribed. Where the antrum has been opened 
and drained no subsequent complication has followed in our 


cases. 
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Case Histories 


Case 1.—A. S., aged 18. 10/7/42: Fell off motor-cycle; severely 
injured. Fractured right zygoma missed. 1/10/42: Vertical 
diplopia; impaired action of right inf. oblique; 24 prism dioptres 
hyperphoria; left eye higher than right (L./R. 244. 8/10/42: 
Operation—recession ‘of left’ sup. rect. muscle. Three weeks later 
stil some diplopia. 16/11/42: Operation—myectomy of left inf. 
obl. 16/12/42: Hyperphoria L./R. 24.; no diplopia; visual acuity, 
6/6 R. and L. 

Case 2—W. T. (59). Knocked down by motor-car, 2/10/42. 
13/12/42: Diplopia Idoking up; fractured left zygoma; impaired 
action of left inf. obl. ; hyperphoria R./L. 164. 17/12/42: Opera- 
tion—recession of right sup. rect. 19/1/43: R./L. 44. No further 
operation desired. Slight diplopia corrected by prismatic lenses. 

Case 3—Mrs. D. (27). 10/3/42: Struck in right eye with fist. 
17/3/42: Fractured right zygoma, confirmed by radiograph; frac- 
- © pain tures at infraorbital foramen and two of lateral wall of orbit, with 
8 pal ( downward displacement of inferior orbital margin. Treatment re- 
he Tegion | fused because of domestic complications. 10/6/43: Diplopia look- 
d crepitus ing down (right inf. rect.), corrected by vertical prismatic lenses. 
7/9/43: With glasses, no diplopia; orthophoric with Maddox rod. 

Case 4—T. S. (71). 4/4/43: Fell off bus. Examined 25/4/43: 
Diplopia down and slightly to left; numb feeling in cheek ; epistaxis 
ugh Stone and subconjunctival haemorrhage at time of accident. Radiograph 

up. the confirmed fractured zygoma. Reduction refused by patient. Dip- 
lopia corrected’ with 6 prisms vertically, divided between the two 
> Zygoma-feyes, 17/7/43: No diplopia with glasses; prisms reduced to 44; 


or. all of 
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t and theforthophoric with Maddox rod and wing tests. V.A., 6/6 R. and L. 

Case 5—Mrs. C. (54). 17/5/43: Fell in street, sustaining black 

eye and subconjunctival haemorrhage. Examined 25/5/43: Frac- 

lack 0 tured left zygoma at infraorbital foramen, with depression of inferior 

1) tac orbital margin. Operation same day; bone easily raised into posi- 

> ligameniftion and antrum packed. Patient discharged in 10 days. 20/6/43: 

e eyeballfPerfect position ; still numbness of cheek. 17/7/43: V.A., 6/6 R. 
tropia organd L. No diplopia. Maddox rod and wing, orthophoric (no | 


‘on of thegmuscle imbalance). 
lique andy Case 6—D.. M. (56). Struck by fist in right eye. 7/7/42: 


supply 0 eral signs present; no displacement; fractured zygoma at infra- 
orbital foramen. No treatment. 28/7/43: V.A., 6/9 R. and L. 
; Maddox rod and wing, orthophoric. 
am news case 7.—W. F. (57). 10/9/43: Struck on side of face by fall 
: of coal; usual signs present and fractured right zygoma. Impacted 
suppliedragments disengaged and replaced. 22/9/43: Patient discharged 
1 to jamvom hospital. 20/11/43: V.A., with glasses, no prisms, 6/6 R. 
s of tht’ L. Maddox rod and wing, orthophoric. 


Case 8.—T. McA. (18). 3/10/43: Struck by hammer on side of 
ace; usual signs and symptoms. Radiograph confirmed fractured 


zygoma with extension into orbital plate of maxilla. 10/10/43: 
Operation révealed comminuted fracture of anterior wall of antrum; 
fragments removed and zygoma replaced in position. Patient dis- 
charged 14 days later. 16/1/44: Radiograph shows perfect align- 
ment; no diplopia; orthophoric. 

Case 9.—A. F. (62). 2/11/43: Fell off cycle on left side of face. 
Many of usual signs present; fractured left zygoma at infraorbital 
foramen; slight displacement. Operation—bone easily raised into 
position. Patient discharged in 10 days. 16/1/44: No diplopia: 
orthophoric. 

Summary 

Diagnosis and treatment of fractures of the zygomatic bone and 
its complications are dealt with. 

Two cases were not seen early enough; complications treated by 
extraocular muscle operations. 

Seven patients were seen soon after accident, two of whom refused 
operation; diplopia corrected with prismatic lenses. 

Four cases had fractured bone replaced; no complications arose 
subsequently. 

One case required no treatment. 

Immediate operative treatment to restore the displacement is 
stressed. Several methods of reduction are mentioned; open opera- 
tion by Caldwell-Luc approach is suggested as being the most suit- 
able. Subsequent treatment, operative or optical, of the commonest 
complication—persistent diplopia—should be carried out at a later 


date if required. 


No patients should be informed that “‘ nothing can be done ” for 
‘them. 


SOLITARY DIVERTICULUM OF THE CAECUM 


BY 


G. C. DORLING, F.R.CS. 


Department of Surgery, British Postgraduate Medical School, 
Hammersmith L.C.C. Hospitat 


The recent report by Dr. Hendtlass (1944) of a case of per- 
forated solitary diverticulum of the caecum has drawn atten- 
tion to this rare.condition, which may be met with when 
operating for appendicitis. Unless one is aware of the con- 
dition it is apt to be mistaken for carcinoma or tuberculosis,. 
and needlessly extensive and severe operations, such as herni- 
colectomy, may be performed (Grace, 1940). 

In 1937 Bennett-Jones reviewed the literature, collecting 19 
reported cases and adding 3 of his own. In none of these 22 
cases were any associated diverticula of the rest of the colon 
demonstrated. 

The cases appear to be of two types. (1) Congenital true 
diverticulum of the caecum is an elongated pouch usually 
arising near the ileo-caecal valve and resembling an extra 
appendix. (2) False solitary diverticulum of the caecum. This 
has to be distinguished from the simple non-specific ulcer of the 
caecum well described by J. R. Cameron,(1939) as resembling a 
peptic ulcer in its pathology. The diverticulum is a definite 
pouch which may show an area of inflammation in its wall, 
whereas the ulcer is purely an ulcer without any pouch. From 
the practical point of view the differentiation is unimportant, 
for the treatment is the same. The diverticulum is “ false” 
because it does not consist of all the coats of the caecum, as 
does the congenital type, but is a hernial protrusion of the 
mucosa and submucosa through the muscularis. This may be 
caused by pulsion or by traction. . 

The fact that the diverticulum is usually solitary suggests 
that it has a different aetiology from multiple diverticulosis of 
the colon and is against the cause being pulsion from within. 
I can trace only one case—that reported by Mr. Lawrence Able 
(1939), in which associated diverticulosis of the pelvic colon 
was found. Traction may be caused by contraction of the scar 
tissue of a healing non-specific ulcer of the caecum (cf. 
diverticula of the duodenum associated with scars of old peptic 
ulcers). 

Three of the reported cases, as well as the one here recorded, 
were associated with calcified tuberculous mesenteric glands. . 
It is possible that the contracture of scar tissue around these 
glands may cause the diverticulum by traction. One of the 
reported cases (Thomsen, 1935) actually showed calcified tissue 
in the caecal wall. Harold Edwards (1939) calls attention to . 
the comparative youthfulness'of these patients with solitary 
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mucosa and submucosa composing the wall of the diverticulum. At 
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diverticula of the caecum. Eleven of Bennett-Jones’s 22 cases one side of the diverticulum the mucosa is missing, and here ther It 
were below the age of 32, whereas of Edwards’s 15 cases of is a purulent infiltration which has spread to the pericaecal fatty pyog: 
diverticulosis elsewhere in the colon the average age was 55 tissue (Fig. 2). by its 
years, the extremes being 38 and 75 years. 
Treatment.—All- that is necessary is to perform a local 
resection of the diverticulum and adjacent portion of the 
caecum. A catheter inserted into the caecum through the stump * yas a 
of the appendix, which is usually removed at the same time, is big gio Tx 
a simple precaution to relieve any tension on the suture line and 
allow the giving of fluids if necessary. 
Case Report 
A muscular but not at all obese bricklayer aged 48 was admitted 
to Lewisham Hospital on March 21, 1939. Two days before 
‘admission he began to have pains across the abdomen which settled 
in the R.I.F. He vomited once the day before admission. There 
was a history of a right inguinal hernia for three years. Two years 
ago he had vomiting and general abdominal pain for one week. 
During the last 18 months he had suffered from vague abdominal 
pain without any regular relation to meals. He was never com- 
pletely free from this pain for more than a week. His weight had a ' th 
Fic. 2.—High magnification: of the area outlined in ink in 
On admission he resembled a-case of acute appendicitis, there Fig. 1, showing purulent inflammation. naa 
being rigidity in the R.I.F., with deep tenderness over McBurney’s a 
point. Temperature 98.4° F.; pulse 88; respirations 22. Under S not s 
general anaesthesia a gridiron incision was made. The appendix : Per 
was long, contained three faecaliths, but was not inflamed or A case of purulent inflammation in a solitary diverticulum of the Wils 
obstructed. A diverticulum of the infero-lateral aspect of the caecum is reported. The aetiology of the condition is discussed appez 
caecum admitted the tip of the index finger. It was inflamed and nd local excision is recommended as the best treatment. hoes 
very thin at one part. Some calcified glands were seen in the ileo- © " 
caecal region. A wedge-shaped portion of caecum including the REFERENCES starte 
diverticulum was resected and the caecum sutured in two layers. Able, Proc, 901. strept 
The appendix was removed and a catheter tied into the caecum Bennett-Jones, | (19390 That 
through the invaginated stump of the appendix. A corrugated Edwards, Harold C. (1939). Diverticula and Diverticulitis of the Intestine, p. 28,4 be cl 
rubber drain was inserted down to the site of resection. Bristol. ‘ Vat 
Grace, A. J. (1940). Surgery, 7, 232. 
_ The patient made an uninterrupted recovery. There was a.very Hendtlass, R. F. (1944). British Medical Journal, 2, 309. water 
little faeces-stained discharge from the catheter. The corrugated  Thonisen, H. (1935). Hospitalstitende, 78, 45. dn ste 
drain was removed on the fourth day and the catheter on the tenth ie ons 
day. The wound was dry a féw days later, and he was discharged “ * ; 
home three weeks after admission. 
A piain radiograph of his abdomen confirmed the presence of 
calcified glands in the right lower quadrant of the abdomen. A PENICILLIN AND FIBRINOLYSIS of St 
barium meal showed no diverticula elsewhere in the colon. The : . . active 
barium meal was repeated in March, 1940: again the whole colon B seen | 
appeared normal. He had no symptoms. KENDAL DIXON, M.B., Ph.D. the al 
I am indebted tb Prof. W. G. Barnard, then Director of the Major, R.A.M.C.; Fellow of King’s College, Cambridge ont 
London County Council Histological Laboratory, for the oe eS 
excellent photomicrographs. He reported on the sections as Staph. pyogenes can produce an enzyme fibrinolysin or fib oo 
follows: ; which may dissolve the clot produced by its own coagu oe 
“ Purulent diverticulitis of caecum. The diverticulum is typical 1916 the st 
of the more common diverticula of colon. It is a hernial protrusion camer, ). Some strains are more active in 1 oo Re 
of mucosa and submucosa through the muscularis, and because of than others. This fibrinolysis is well seen on inoculatin eal 
0.2-ml. quantities of human citrated plasma (diluted 1 : 4) in 
2 in. by 3/8 in. test-tubes with a large loopful of a 24-hour Tis 
broth culture of a strongly fibrinolytic strain of Staphj- ) 
pyogenes. After 3 hours’ incubation the contents of the tubej 
TaBLeE I.—Comparative Activity of Fibrinolytic and Afibrinol 
_ Strains of Staph. pyogenes 
Ox 
Colour 
Clot | Clot | Clot | | | 
Present | Present | Present Neutral | ee 
After | After | After | “Req 000 
3 6 hrs. 9 hrs. Initially 9 hrs. 
0-025 
of. a r. 
positive fibrinolytic ,strain 
of Staph. pyogenes 025 
oopiul of a 
positive afibrinolytic strain Nott 
of Staph. pyogenes tubes ¢ 
Fic. 1.—Section through solitary diverticulum ‘of caecum. Nores oN TABLE I—(1) Double results refer to duplicate experiments. { MM “4 
The abrupt termination of the caecal muscular coats (M) on 0.02 ml. of 0-04% neutral red added to each tube. (3) ++ indicates Cob op a4 
each side of the diverticulum is clearly shown. ~ ‘clot occupying major portion of contents of tube. + indicates some 
— indicates absence of clot. Per 
this is called a false diverticulum, to distinguish it from.a true incubation for 3 pyoge 
diverticulum, which would have the addition of the muscular coats have solidified to a eel but after furthe : re ili can t 
in i : : : hours the clot redissolves completely. These facts are 
trated in Table I, which compares the fibrinolytic activity@ serun 
h side of the diverticulum is clearly shown, as are 
4 two strains—one strongly fibrinolytic, the other afibrinolmg dilute 
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It will be seen from Table I that the first strain of Staph. 

ogenes has caused the complete solution of the clot formed 

its own coagulase activity within 6 hours of putting up the 
experiment. The second strain has failed to dissolve the clot 
even after 9 hours’ incubation. Both strains, however, were 
equally effective in the production of acid. It has recently 
been suggested by Wilson Smith and Hale (1944), in a valuable 
study on the mechanism of coagulase activity, that fibrinolysis 
ty Staph. pyogenes is associated with dissolution of the clot 
in the presence of acid formed by the growth of the organism. 
jt is true that acid is formed simultaneously with the solution 
of fibrin, but fibrinolysis does not merely. consist in the solu- 
ion of fibrin at a low pH, since acid is formed just as readily 
by strains which cannot readily dissolve fibrin. Fibrinolysis 
and fermentation are independent phenomena. 

Fibrinolysis is readily shown by suitable strains of Staph. 
eg pyogenes which produce both intense coagulation and rapid 
_ | | subsequent clot solution. Many such strains have been 
: jsolated from cases of pyodermia kindly sent to me by Major 
| JH. Twiston Davies, R.A.M.C. The only available subculture 
———— | of the Oxford staphylococcus, however (possibly owing to loss 
i of activity by repeated subculture), produced an inconstant and 
attenuated fibrin web under these conditions, and was therefore 
‘not suitable for the study of fibrinolysis. ea 

Penicillin inhibits haemolysis by haemolytic streptococci 
lum of the} (Wilson, 1943 ; Rarnmelkamp, 1942; Fleming, 1943, 1944). It 
S discussed appeared of interest to ascertain whether penicillin also inter- 
feres with fibrinolysis by Staph. pyogenes. Since this work was 
started an account of the inhibition of fibrinolysis by haemolytic 
streptococci has come from America (Neter and Will, 1944)» 
That penicillin also inhibits fibrinolysis by Staph. pyogenes will 
estine, p. 28 be clear from the results which follow. 

Varying quantities of penicillin dissolved in 0.05 ml. of distilled 
water are added to 0.05-ml. quantities of human citrated plasma 
in sterile 2 in. by 3/8 in. test-tubes ; 0.10 ml. of saline is added 
to each tube to give a final volume of 0.20 ml. Then each tube 
is inoculated with one loopful (2 mm. diameter) of a 24-hour 
- | broth culture of a penicillin-sensitive coagulase-positive strain 
IS. | of Staph. pyogenes, known from previous experiments to be 
active in dissolving fibrin. After 3 hours’ incubation a clot is 
seen to have formed in each tube, both in the presence and in 
the absence of penicillin. But after a further 9 hours’ incuba- 
tion (or even earlier) all the clot is dissolved in the control 
tubes without penicillin. With concentrations of 0.1 unit of 
penicillin per ml. and above, the clot remains unchanged, 
fibrinolysis having been completely inhibited. With less than 
| 0.1 unit per ml., although fibrinolysis is sometimes delayed at 
the start, disintegration of the clot is generally complete after 
9 or 12 hours’ total incubation. The results of a typical experi- 
ment are recorded in Table II. . 
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TaBLe I1.—Action of Penicillin on Penicillin-sensitive Strains of 
Staph. pyogenes 


patient before treatment. Human citrated plasma is added, and 
each tube is inoculated with fibrinolytic Staph. pyogenes as in 
the above experiments. The titre down to which fibrinolysis 
is inhibited is determined and compared with controls, using 
the same penicillin-free serum with added known quantities of 
penicillin. These control experiments determine the end-point 
of fibrinolysis with the particular serum employed. It is 
important to use penicillin-free serum obtained from the same 
patient before treatment, both as diluent for the serum sample 
to be tested and in the controls with known amounts of peni- 
cillin ; otherwise errors due to the presence of antifibrinolytic 
agents (see Tillett and Garner, 1933; Stuart-Harris, 1935) may 
arise. This procedure also controls any effect due to decom- 
position of penicillin in presence of serum (see Bigger, 1944). 
Some sera are, however, so resistant to fibrinolysis that their 
penicillin content cannot be measured by this method. Fleming’s 
(1944) recently described method is thus preferable. 

Results employing this effect of penicillin on fibrinolysis 
have, however, found the penicillin concentration in the serum 
to be of the order of 3 units per ml. 15 to 30 minutes after 
intramuscular injection of 1,000,000 units, and to be 0.4 to 0.8 
units per ml. after 1 hour. 

In contrast to the action of penicillin on the fibrinolysis by 
penicillin-sensitive Staph. pyogenes, with insensitive strains no 
such action is observed. Table. III demonstrates the failure of 
penicillin to inhibit fibrinolysis by an insensitive strain. 


TasLe III.—Action of Penicillin on Penicillin-insensitive Strains 


Presence or Absence of Clot After 

’ Final Concentration Various Periods of Incubation with 

of Penicillin in Penicillin-insensitive Fibrinase-posi- Growth 

Oxford Units » tive Staph. pyogenes After 21 hrs. 

per ml. - 
3 hrs. 9 hrs. 

0-00 . ++ - + 
0-05 . ++ + 
0-10 . ++ + 
0-20 . ++ = 
0:50 . ++ - + 
1:00 . ++ + 


Notes ON TABLE III.—(1) All tubes contained 0-10 ml. human plasma previously 
diluted with an equal volume of saline and 0-10 ml. water, containing varying 
quantities of penicillin, to give a final volume of 0-20 ml. (2) Symbols have same 
connotation as in Table I. 


The results in Table III show that concentrations of penicillin 
which inhibit growth and fibrinolysis with sensitive strains of 
Staph. pyogenes fail to do so when insensitive strains are 
employed. The action of penicillin in inhibiting fibrinolysis is 
therefore connected with the inhibition of growth and metabo- 
‘lism, rather than with actual inhibition of the enzymic process 
of fibrin solution. 

Under the conditions studied penicillin did not interfere with 
coagulase activity, presumably because sufficient preformed 
coagulase was present in the inoculum to cause rapid deposition 
of fibrin. The formation of acid, however, which accompanies 


_ growth and fibrinolysis is inhibited by penicillin with penicillin- 


sensitive strains. This is illustrated in Table IV. 


Presence _or Absence of Clot After 
Final Varying Periods of Incubation Follow- 
Concentration of ing Inoculation with Staph. nyogenes Growth 
Penicillin in Penicillin-sensitive and Fibrinase- After 
Colour Oxford Units positive) 21 hrs. 
our re per ml. 
) 3 hrs. 9 hrs. 12 hrs. 21 hrs. 
++ ~ + 
low | Pink : 
» O10 ++ ++ ++ ++ 
++ ++ ++ ++ _- 
” 
pe Notes ON TABLE II.—(1) Double results refer to duplicate experiments. (2) All 
tubes contained 0-10 ml. saline and 0-05 ml. human citrated plasma. Final 
volume made up with distilled water containing varying amounts of penicillin 


to 0:20 ml. (3) ++ indicates presence of large coherent clot occupying a large 
ey contents of tube. + indicates presence of some clot. — indicates absence 


Penicillin inhibits fibrinolysis by penicillin-sensitive Staph. 
[ JE pyogenes readily also in the presence of serum. This action 
} are ili can be used for the detection and estimation of penicillin in 
activity Serum. The serum samples for estimation is progressively 
fibrinolym@ diluted with penicillin-free serum obtained from the same 


TaBLe IV 
Presence or Absence Colour of Contents of 
of Clot After Varying Tubes Before and After 
Final Concentration Periods of Incubation Incubation (0-02 ml. of 
of Penicillin in with Fibrinolytic Strain 0-04% Neutral Red was 
Oxford Units per ml. of Staph. pyogenes Added to Each Tube). 
3 hrs. 9 hrs. Initially 9 hrs. 
0-00 ++ - Yellow Pink 
0-025 + + ” 
0-05 + + ” 
.0-10 ++ Orange 
0-25 ++ ++ » Yellow 
0-50 ++ + + ” ” 


Notes ON TABLE IV.—(1) ‘All tubes contained 0-10 ml. human citrated plasma 
previously diluted with an equal volume of saline and 0-10 ml. water containing 
varying quantities ‘of penicillin. To each was added 0-02 ml. of 0:04% neutral 
red. Final volume, 0-22 ml. (2) Symbols have same connotation as in Table I. 


It is seen from the results shown in Table IV that the pH 
changes which normally accompany growth are abolished by 
penicillin at the same time as the interruption of fibrino- 
lysis. 
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With a penicillin-insensitive strain, on the other hand, the 
production of acid is not susceptible to inhibition by penicillin. 
This is shown in Table V. 


TABLE V 
Presence or Absence of Colour of Contents of 
: Clot After Varying Tubes Before and After 
Final Concentration { Periods of Incubation Incubation (0-02 ml. of 
of Penicillin in with Penicillin-insensi- 004% Neutral Red 
Oxford Units tive Afibrinolytic Strain was Added to Each 
per ml. of Staph. pyogenes Tube) 
3 hrs. 9 hrs. Initially 9 hrs. 
0-00 ++ ++ Yellow Pink 
0-025 ++ ++ 
OOS -.: ++ ++ ” 
és ++ ++ ” 


Notes ON TABLF V.—(1) Quantities of reagents employed were the same as 
n Table IV. (2) Symbols have same connotation as in Table IV. 


It is seen from the above results (Table V) that even 0.5 unit 

of penicillin per ml. has not interfered with the_production of 

.acid by insensitive Staph. pyogenes, which is in marked contrast 

to the results in Table IV when a sensitive strain was employed. 

- The results in Table V also demonstrate the separate nature 

of the phenomena of fibrinolysis and acid production. The 

strain used was afibrinolytic, and in spite of good acid pro- 

duction (at all penicillin concentrations used) solution of fibrin 
did not occur. 

Fibrinolysis by Str. pyogenes (Group A) is also inhibited by 
penicillin (as was shown by Neter and Will, 1944). Using the 
technique described above, this action was found with one. 
strain down to 0.025 unit of penicillin per ml., and with 
another to 0.0125 unit per ml. As Str. pyogenes does not form 
coagulase, 0.02 ml. of 1% calcium chloride was added to each 
tube to give the preliminary fibrin clot. 

This inhibitory action of penicillin on fibrinolysis by both 
Staph. pyogenes and Str. pyogenes may be responsible for some 
of the therapeutic effects of penicillin, since prevention of the 
dissolution of fibrin barriers would counteract the spread of 


infection. 
Summary 

Penicillin inhibits fibrinolysis by penicillin-sensitive fibrinolytic 
strains of Staph, pyogenes. 

The clot produced in human plasma by coagulase activity redis- 
solves on further incubation, but fails to redissolve in the presence 
of penicillin at concentrations as low as those necessary to inhibit 
growth. 


This effect is shown with penicillin-sensitive but not with penicillin- 


insensitive strains of Staph. pyogenes, and is presumably connected. 


with the inhibition of growth. 


I am very grateful to Major-Gen. L. T. Poole for his kind interest 
in this work, also to Major J. H. Twiston Davies, Lieut.-Col. C. H. 
Stuart-Harris, and Major S. T. Cowan for valuable advice. I wish 
to thank Sgt. J. R. McDonald: and Sgt. J. Smith for their able 


assistance. 
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The Soviet Medical Chronicle for March, 1945, prepared by the 


Anglo-Soviet Medical Council in London from material supplied 


by the U.S.S.R: Society for Cultural Relations, Moscow, reports: 


the reopening of the Pirogov Museum in the village of Sheremetka, 
not far from the city of Vinnitsa in the Ukraine. This museum is 
dedicated to Nikolai Pirogov, the famous surgeon (1810-81), known 
as the father of Russian medicine. During their occupation the 
Germans turned it into a stable and destroyed many valuable 
exhibits. When they retreated from the village the Germans planted 
mines both in the house in which Pirogov had lived and worked, 
and in his tomb. At the risk of their lives the villagers removed 
the mines and saved the museum. Later on the staff of the local 
hospital helped to repair the building, which is now open to visitors 
again, 
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-Kallmann and Reisner (1943), in an_ enlightening stg 


_minal radiographs of the twins. show calcified mesenteric glands, 


Medical Memoranda 


Identical Disease in Identical Twins 


recently reviewed in this Journal (1944, 2, 504), confirmed thel* 
conclusions arrived at by various other authors that “ heredj. 
tary factors play a decisive part in both the origin and the 
clinical course of tuberculous disease.” An extensive jitera. 
ture—mostly German—on this subject is to be found in thefi 
original paper. ‘ 
As a contribution to the pathology of twins the following 
cases may be of some interest. 
‘ The twins in question are 7-year-old daughters of a tuberculous 
mother under my treatment. These little girls, so far as I am able 
to judge, are identical—monozygotic—twins. In the course off 
routine contact examination of the children I learnt that they were 


complaining of cramp-like abdominal pains. The plain abdo. 


tensior 
h feels entitled 
9 alike in size, site, and configuration that one feels ¢ 
call them identical. As the two radiographs were taken on 
different days some allowance should be made for a slight prey 
in positioning, with slightly different projection of the glands 
relation to the spine. There is no doubt that in both cases 
the same group of glands is affected. ; 
E. G. W. Horrstaept, M.D.Berlin, 
Consultant Tuberculosis Officer, W.R.C.C.; 
Clinical Tuberculosis Officer, Doncaster. 
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Diffuse Peritonitis from Gangrene of Hernial Sac 


Gangrene of a hernial sac, though rare, is well known, It}: 
ory may not be associated with gangrene of the sac kao 
tents, the latter usually occurring in an elderly patient Wi 
a long-standing hernia. However, the following case, if not 
unique, appears to be of such rarity as to be worth recording. 


A man aged 59 was admitted to the City General Hospital, 
Sheffield, ie ys 15, 1944, for retention of urine. The re 
history was that six months previously he developed bi 
inguinal herniae, for which he was given a truss. This did 
control either side adequately, and 10 days before admission 
left hernia became irreducible, painful, and tender. This lo 
tenderness was followed by colic pain; nausea, and later vomiting 
also with absolute constipation for four days and retention of urine 
12 hours before admission, for which he had been catheterized. 

On examination his general condition was poor, he was dehydrall 
and his tongue was red and dry. The abdomen was disten 
tender all over, but intestinal sounds were present. In the tad 
inguinal canal there was a tender wet: which was irreduce 
non-expansile on coughing, and covered by red oedematous ‘ 
Seven oz. of urine was withdrawn by catheter. The provisi 
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ysis was strangulated omental hernia with abscess formation 
tis. Operation was immediately performed under 


jag! 


nad early peritoni 


Biocal analgesia. Pus was found under the skin around and in the 
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Tvulsions, and finally paralysis and death. 


| reported. 


: ¢, which was gangrenous, though the omentum, the only 
~ wet the sac, was viable. The pus within the sac was 
sirated, but on displacing the omentum pus welled out from 
sihin the abdomen. The sac was excised and the viable peritoneum 
lat the internal ring closed. The skin was loosely sutured, with 
drainage to the peritoneum. He was given morphine, and an intra- 
yenous drip was inserted, but death occurred some 27 hours later. 
psy showed diffuse suppuration in the left inguinal canal 
and acute diffuse peritonitis, starting from the region of the left 
internal abdominal ring. No cause for the lesions was found, as 
the gut and omentum were viable and the gangrenous sac had been 
lexised at Operation. 
| wish to thank Dr. Rennie, M.O.H., and Dr. Clark, medical superintendent, 
for permission to publish this case. 


_ Jupson T. CHESTERMAN, M.R.C.P., F.R.C.S., F.A.C.S. 
sheffield. 


A Case of D.D.T. Poisoning in Man 


Extensive studies on the toxicity to mammals of the new insec- 
tide, 4,4’-dichlor-diphenyl-trichlorethane, commonly known as 
DD.T., have shown that this substance is primarily a nerve 

ison, producing excitability, muscular tremors, clonic con- 
It also causes a 
leucocytosis, anaemia, changes in blood calcium, and fatty 


‘degeneration in the liver and kidneys. It is absorbed readily 
Vthrough the skin, particularly when dissolved in kerosene 


(Cameron, 1943 ; Domenjoz, 1944; Draize et al., 1944; Lillie 


Hand Smith, 1944 ; Neal et al., 1944; Nelson et ai., 1944; Smith 


and Stohlman, 1944; Woodard et al., 1944). In spite of a 
careful search among persons who have handled D.D.T. over 
long periods, no instance of poisoning in man has so far been 
It seems desirable, therefore, to put on record the 
following case. 
Case History 
The subject was a laboratory worker, about 30 years of age, in 
perfect health. Being unaware of the risk of absorption through 
the skin, leading to a general intoxication, and being anxious to 
discover whether D.D.T. was liable to cause any local irritation, he 
deliberately allowed small quantities of an acetone solution (acetone 


fis one of the best solvents for D.D.T.) to evaporate on the back 
Hof the hand, the residual deposit being swabbed off with cotton- 
wool soaked in acetone. 


No erythema or any kind of skin irrita- 
tion was observed. At least one further and more complete exposure 
was carried out, during which the subject’s hands were in prolonged 
contact with the compound in acetone solution. In the course of 
these experiments an acetone solution containing about 25 g. of 
D.D.T. was added to an inert dust and the mixture kneaded with 
the hands for some minutes. During this operation the mixture 
completely covered the hands almost to the wrists. When the hands 
were taken from the mixture the solvent rapidly evaporated, leaving 
adry deposit on the skin, which was removed as before by swabbing 
with acetone. 

From one to ten days later a feeling of heaviness and aching 
developed in all the timbs, with weakness in the legs. There were 
also what the subject described as “spasms of extreme nervous 
tension.” There was some improvement during a holiday taken at 
this time; but on returning to work the condition deteriorated, and 
some three weeks later the perpetual aching in the limbs confined 
the patient to bed. Sleep became almost impossible, the feeling of 
extreme nervous tension became more frequent, and a state of acute 
mental anxiety developed. 

bout six days after being confined to bed involuntary muscular 
tremors occurred over the whole body, and these were experienced 
on at least two subsequent occasions. After 10 to 14 days the 
patient got up, although the aching in the limbs was still severe. 
His recovery was very slow. He was away from work for 10 weeks 
in all, but even at the end of a year recovery was not quite complete. 
During his illness it occurred neither to the patient nor to the 
neurologist and others whom he consulted that this might be a case 


}of D.D.T. poisoning. Anxiety occasioned by the mysterious nature 


of his complaint was probably the cause of some of the symptoms 
(which are not here recorded); his condition immediately began to 
Improve when he realized that his was almost certainly a case of 
Poisoning by D.D.T. 

The general consensus of opinion, based on experiments with 
animals and observations on man, is that D.D.T. used with 
discretion does not constitute a hazard to human health. The 
case here recorded is the exception which tests the rule. Symp- 
toms closely resembling those seen in animals developed only 
after a deliberate exposure to D.D.T. far in excess of anything 
that would be likely to occur in practice. 
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Reviews 


THE NATURE OF COURAGE 


The Anatomy of Courage. By Lord Moran. (Pp. 216. 8s. 6d.). London: 
Constable and Co. 


Lord Moran served as thedical officer with one of our finest 
infantry battalions in the last war, and kept a diary in which 
he wrote of the minds and behaviour of men under stress of 
battle—studies which reveal his remarkable powers of observa- 
tion and deseription. Extracts from the diary are interwoven 
in this book with present reflections enriched by the author’s 
contact during this war with statesmen and officers of high 
rafik in the fighting services—men who are interested as he is 
in the vital problem of morale. Wars are won, Lord Moran 
reminds us, by the courage and endurance of the few who are 
like rafts to which all the rest of humanity clings for support 
and for life. It is they who set the standard for victory. Fear 
is the enemy in himself with which a man must ever contend, 
and must vanquish if he is to play his part in the issue of 
success. This secret battle the author watched in the officers 
and men of his battalion; and in himself, through the vicissitudes 
of three years from the high-spirited days of 1914 to the last 
weary trench winter of 1917. He writes of the discovery of 
fear in men of all sorts, appearing in ways which are as many 
and various as their personalities, of fearlessness, of the ebb and 
flow of courage, and of the care and management of fear. His 
pages are alive with vivid intimate sketches of men seen at 
their critical moments of opportunity for success or failure in 
the venture which, as he says, is now not as of old the trade 
of the mercenary or the lot of the unimaginative, but the 
ordeal which every citizen must expect, whatever the stuff 
he is made of and whatever may be his attitude towards war. 
It is an ordeal which has borne hardly upon some of those 
brought up between the two wars to regard war as a senseless 
folly which solves nothing. 

* This book makes good reading, but critically regarded it lacks 
order and aim, and the reader who looks for deep and original 
thought may be disappointed. The distinction between war 
neurosis and concussion is dealt with in a way which might lead 
the’ uncritical to suppose that the blast effect of a shell may be 
responsible for the former—the hypothesis of shell shock 
abandoned in the last war and unsupported in this—and the 
assumption is made that a man may become an epileptic as the 
result of emotional strain. These are minor blemishes in a 
volume which is full of good stories and crisp thought, but 
are none the less unfortunate. The final chapter, on leadership, 
shows the author at his best and reveals his wide knowledge of 
military history. The book, one hopes, will be read by all 
medical and commanding officers of combatant unjts, for it 
cannot fail to excite thought and advance inquiry into the 
means of keeping the soldier’s mind fit for his job—a task 
which is now widely recognized as the joint responsibility of 
commander and doctor. 


A PRIMER OF SOCIAL MEDICINE 

A Handbook of Social Medicine. By Fred Grundy, M.D., D.P.H. (Pp. 

172; illustrated. 8s. 6d.) Luton: The Leagrave Press. 1945. - 
Dr. Grundy has written this book on social medicine to help 
midwives in their studies as hospital pupils, and in their practice. 
The matter it contains is an expansion of his own lectures to 
pupil midwives. As an aid to study and practice it ought to-be 
useful not only to midwives but also to other nurses in the 
social health services. 

The subjects dealt with cover many wide fields of knowledge 
and practice, but of course they are handled very briefly for the 
special] needs of the readers. The sections deal in turn with the 
administrative structure of the socio-medical services, central 
and local ; with the individuals concerned, women and chiidren, 
in their environment ; with the relevant problems of infection ; 
with social biology and vital statistics ; and provide a historical 
sketch of midwifery, an account of the Midwives Acts, and a 
useful extract from the Rushcliffe Committee report. 

There can be no question that if the midwife is to be really 
competent and interested in her clinical practice she requires 
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a great deal of the information abstracted and compiled by 
Dr. Grundy. A condensation of the vast miscellaneous 
knowledge which swells out the ordinary textbooks of public 
health into a small handbook suitable for the needs of midwives 
and other nurses is a difficult task. In places the result is 
somewhat rough, untidy, and scrappy; but the main purpose 
is achieved in giving the midwife, both as a student and as a 
practitioner, a manual of reference of essential information 
about the laws and regulations, the administrative framework, 
and the wider purposes that underlie the daily clinical routine 
of her work. The sections on maternal and infant diet are too 
short ; and the linking of the work of the midwife and the health 
visitor also needs expansion. A good deal is said about the 
child welfare services, and this inclusion is well justified. Dr. 
Grundy is persuaded and enthusiastic about’ the great potential 
of service the midwife can render. He also stresses the value 
of the informal education given by the midwife in the intimate 
personal contacts of her work ; and he has done well to empha- 
size the value and importance of this part of the work of the 
midwife as teacher as well as practitioner. 


SULPHONAMIDES AND THE RETICULO- 
ENDOTHELIAL SYSTEM 

The Reticulo-Endothelial System in Sulfonamide Activity. By Frank 

Thomas Maher, Ph.D. Illinois Monographs in the Medical Sciences. 

Vol. V, Nos. 1 and 2. (Pp. 232. $2.50 paper bound ; $3.00 cloth bound), 

Urbana: University of Illinois Press. 1944. 
This is a monograph describing work carried out for a Ph.D. 
degree. The author has sought to demonstrate the part played 
by the reticulo-endothelial system in the defeat of bacterial 
infections treated by sulphonamides. He has used rabbits as 
his experimental animals, and he infected them with a strain of 
Staphylococcus aureus, which in sufficient dose was uniformly 
fatal in the absence of treatment. To determine the part played 
by the reticulo-éndothelial system, thorotrast was injected intra- 
venously, after which the liver, spleen, lungs, and kidneys were 
found to be impregnated with granules of thorium dioxide. 
In the dose used (3 c.cm. per kg.) thorotrast had no toxic effect, 
The injection of thorotrast was believed by the author to have 
depressed the reticulo-endothelial system for about 48 hours, 
because during this period the conjugation of sulphanilamide 
and of sulphathiazole to form the corresponding acetyl deriva- 
tives was depressed. Doses of the staphylococcal culture which 
were not lethal for all normal rabbits were lethal for a greater 
proportion of rabbits treated with thorotrast. 

Sulphathiazole, given in suspension in olive oil by sub- 
cutaneous injection, protected rabbits against the staphylococcal 
infection, though this protection was not complete. Sulpha- 
thiazole, however, failed entirely to afford protection against 
the infection in rabbits treated with thorotrast during the period 
in which the reticulo-endothelial system was depressed. After 
recovery—e.g., 4 days after thorotrast administration—sulpha- 
thiazole once more assisted in overcoming the infection. 
. The author recognizes that the staphylococcus was not the 
best organism to use for this work, but he failed to obtain 
a culture of Streptococcus haemolyticus which was uniformly 
virulent. Perhaps the most interesting part of the monograph 
is that which suggests that the reticulo-endothelial system is 
responsible for the chemical reaction of conjugating sulphon- 
amides with acetic acid. 


COLORIMETRIC METHODS OF ANALYSIS 
Colorimetric Analysis. By Noel L. Allport, F.R.I.C., Research Chemist, 
oy Drug Houses, Ltd. (Pp. 452. 32s.) London: Chapman and Hall. 

To those who have occas'on to perform colorimetric determina- 
tions a vast array of methods is available in the technical 
literature, and it is often difficult to clioose the most suitable one. 
In the book under review the author has successfully presented 
a detailed account of the more useful colorimetric methods of 


_ analysis in a volume of moderate size and cost; only those 


which have proved satisfactory in his own experience are 
included. 

The book is divided into five sections. Sections I and II deal 
with the determination of metallic and acidic radicals ; Section 
Ill with substances of medical or biochemical significance ; 
Section IV with alkaloids, hormones, and vitamins ; and Section 
V with miscellaneous substances. In Sections I and II the sub- 


sections on the determinations of poisonous metals in food a 
biological material are of interest to the toxicologist ; a bipy 
graphy of references to the original papers is given at the e 
of each monograph. Section III will prove instructive to 4 
medical student, and of value to the clinical pathologist. y 
may wish to perform, at possibly infrequent intervals, dete ; 
minations of therapeutic substances in biological materia Such | 
without an extensive search through original literature, or ppg ment 
liminary trials on standard materials to test the suitability of g other 
given method. We think the discussion in each section on qf af in’ 
limitations of the various methods should prove useful as gu 90 & 
indication of possible sources of error when modifications aj able 
introduced to meet the requirements of a particular sample, jg Riche 
Section IV recent improvements on the well-known Stas-Oygy heart, 
method for the isolation of alkaloids from viscera are discysgelf tised § 
as well as the colorimetric determination of the alkaloids theng pared 
selves. Finally, Section V describes a number of disconneciah Wet 
determinations ; one, for example, of considerable impo 


ang 


‘in relation to public health, being the determination of freq mote 


chlorine in drinking-water. work 

The author and publishers are to be congratulated on prop langu' 
ducing a book which is well bound and commendably free frogg SUDIE“ 
the usual minor typographical errors almost inseparable frog) With | 
a new publication. well 1 


Notes on Books pers 


It is nearly forty years since the late Dr. J. D. Comrie prepared f added 
Messrs. Adam and Charles Black the medical dictionary which bear So. 
their name. Now. for its eighteenth edition Dr. HuGcu Ctegg h , 
undertaken the heavy task of revision so that Black’s Medic ] 
Dictionary (Adam and Charles Black; 18s.) can continue to tak small 
its high place among books of this type. Looking first for recenf Patis 
advances the reviewer finds these adequately and succinctly coveredg t0 th 
indeed, on such matters as the Rh factor the brief type of summarg mark 
possible is excellently done. Two pages of “ special suggestions cillin- 
at the beginning of the volume give a valuable guide for the use of is the 
its contents, especially in an emergency. As a wartime productig the 1: 
the whole book is excellently printed and firmly bound, all for havin 
most modest price for just short of a thousand pages. Dr. Cleg 
was a fortunate choice for a successor to Dr. Comrie, and the wid 
public—medical and lay—who use this dictionary must be grat the \ 
for his competent revision. tempt 


The 1944 Year Book of Pediatrics (H. K. Lewis and Co.; 18 
once again brings an excellent choice of abstracts, skilfully edited 
with occasional editorial comments, by Prof. I. A. Abt and Prof 
A. F. Abt. About 400 names of authors are listed to account fo 
over the same number of pages of text. A special review of th 
literature on the Rh factor has been contributed by Dr. I. Davidsohr 
and in this, as elsewhere in the book, there are numerous reference 
to British literature. The work of the British Paediatric Association 


in its survey of rickets (in 1943) and in its joint statement with ey ‘ 
Cardiac Society on the care of rheumatic children receives welcom P 
recognition by long annotations. The editors sadly record after cases 
abstract of an article on intestinal obstruction in childhood that i Magn 
is “ probably the last published article of the lamented and much{ Chap 
loved Joseph Brennemann.” Plenty of space is given to the many Britis 
uses of the sulphonamides in childhood; penicillin, on the othe§ Fren, 


hand, has barely crept in this year, though undoubtedly it will Df put ¢ 
prominent in the next volume. Altogether the standard of thi 
valuable reference book is being well maintained despite present-da 
difficulties. 


The appearance of a sixth edition of the Clinical Atlas of Bloo§ conce 
Diseases (J. and A. Churchill; 16s.) by A. Piney and S. Wyant adult 
testifies to the continued popularity of this little book. It is esse feyer 
tially an illustrated catalogue of blood pictures, and in these da whicl 
of overcrowded curricula it provides as much special knowledge ¢ of st 
haematology as the undergraduate needs. It could probably be sil 
further simplified. There are references to some mythical diseas 
such as Gamma’s disease and David’s disease, and the arrangemé 
of the material is capricious, as in the intercalation of myelosclert 
and Albers-Schénberg disease between alimentary anaemia a@ be u 
chlorosis. 


The Department of Heaith for Palestine has issued A Nutriti@ 
Economic Survey of Wartime Palestine 1942-3, by Dr. W. J. Vickess 


senior medical officer. This document runs to 116 printed foolsajg Pate 
pages, a map, and 26 graphs. Col. Sir George Heron, Director’ whor 
Medical Services, Government of Palestine, contributes a forew# septic 
The price of the report, which has been printed at Jerusalem by 8% istic 
Government printers, is 250 mils. The copy that has reached i only 


may be consulted in the Library of the British Medical Associalitt 
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at; IMPRESSIONS OF PARIS 

N at the e BY 

Ictive to 4 

TVals, dete 

al seas B such is the claustrophobia induced by over five years’ confine- 
ture, or pr ment in England that the opportunity of visiting almost any 


itability ofy other country would be. welcome : of opportunities for. escape 
an invitation to lecture in Paris is among the more delectable. 


ctio; 

useful ep So exhilarating is the atmosphere of this city that the formid- 
fications ag able prospect of speak.ng in French in the Am phithéatre 
sample, jg Richelieu at the Sorbonne can be faced with almost a light _ 
rn. Stas-Oxiy heart, and even the discovery that one has been widely adver- 
ire discusself tised as giving: three lectures instead of the two carefully pre- 


aloids then§ pared before departure causes only momentary misgivings. A 
disconnected quiet room at the Cité Universitaire—where one block has been 
importang§ tetained in the Maison Internationale for the reception of the 
tion of frag more academically inclined foreign visitors—and some hard 
work with the blue pencil by good friends in whose 


ted on prog language the stuff is written, and the gap is filled. The 
ly free frog subject of all three is progress in chemotherapy since 1939, 
arable frost With a good deal of emphas.s on penicillin; and if they were 
well received three qualities in the audience are largely account- 
able—their thirst for knowledge of what has been happening 
during their four years of isolation, their admiration for every- 
thing British, and their intense curiosity about penicillin. The 
generous loan from Oxford of the now famous penicillin films 
prepared fej added more than a touch of colour to the lectures themselves. 
So far as penicillin is concerned France is where we were early 
“k's Ma dic in 1943—with a difference. Supplies are on the same very 
inue to tat Small scale, and are allotted exclusively to three hospitals in 
st for recesf Paris and a few in the provinces. The main difference is due 
ctly coveredf to the fact that all France seems almost incurably black- 
of summa market-minded. There are actually two black markets in peni- 
suggestions § cillin—the true and the false. The stock-in-trade of the former 
or the use @ is the genuine article stolen from American Army stores ; of 
the latter, in one instance of which heard, the purchaser 
Dr “tt having paid 50,000 francs for a tube labelled penicillin, it was 
and the widl 4 Mixture of sodium carbonate and talc. Nothing can excuse 
t be gratefg the vendor of the spurious article, but let those who are 
tempted to blame the buyer, whether of this or of any other 
1nd black-market commodity—not only food of almost all kinds, 
if ully iad but petrol, paper, and indeed almost what you will—reflect 
ot eae that throughout the German occupation our Radio steadily 
accomsrl encouraged this subversive activity. Antisocial conduct of 
-view of tha this and other kinds was a duty to France during the German 
. Davidsohnj 2dministration : is it surprising that these methods persist even 
us referenoe though their justification has been removed ? 
ee A substantial share of the penicillin in Paris goes to the 
ves welcom§ H6pital Claude Bernard, where Lemierre kindly showed me 
ord after ag °48°S under treatment with it, and much else besides, This 
hood that i Magnificent hospital is uncomfortably close to the Porte de la 
| and much Chapelle railway yards, which were the target of a heavy 
to the mang British raid on a moonlight night in April last year. The 
~ pees: French are enthusiastic about not only the devastating effects 
- of thi but the accuracy of our bombing, and the cost of this attack 
" preseatda —a single bomb which destroyed one block, damaged two 
others, and killed forty patients—seems to have been accepted 
-} willingly. This immense hospital is a paradise for those whose 
las of Blog concern is microbic infection. It receives almost all cases of 


Wyani 


adult infectious disease in Paris, and besides the infectious 


3 IS ‘a fevers admits many patients suffering from acute infections 
Bi which are non-communicable in this sense. I saw several cases 
ably be si of staphylococcal septicaemia, two of severe puerperal fever, 


m two of influenzal pneumonia, one of tetanus, and two first- 
class undiagnosed mysteries. Lemierre’s own service comprises 
aig 400 beds, and his experience of some of these conditions must 
be unrivalled: he has a series of photographs of carbuncle 
‘of the face, with and without cavernous sinus thrombosis, and 
ong “20 assess the prognosis in this condition with such confidence 

cxenm 25 to withhold penicillin treatment when he considers that the 
ed foolsajg Patient will recover without it—as indeed he had in one patient 
Director™ Whom I saw. Where else, too, will you find it recognized that 


. foi a septicaemia due to Bacillus funduliformis presents a character- 
nactil be istic clinical picture?_ Here is obviously a first-class centre not 


only for using penicillin to save life but for exploring some of 


A cocciatil 


ae remote and less familiar fields in which it may prove 
useful. 


The Pasteur Hospital exercises similar functions on a smaller 
scale, and here René Martin has been doing the same type of 
work. He has, I think, added definitely to our knowledge of 
penicillin therapy in one direction at least. It is now a truism 
that the scarcity of penicillin in England has forced us to 
exploit the possibilities of local treatment to great advantage 
in efficiency as well as economy. Martin has been even more 
tightly confined in the same position, and when he could afford 
only a small quantity for treating a carbuncle, infiltrated the 
whole area by multiple injections—as for local analgesia— 
with a solution of penicillin containing 2% novocain. This 
was so successful that it has become the method of choice. 
The third Paris centre is the Hépital pour les Enfants Malades, 
where Debré has taken full advantage of the much lower scale 
of dosage required in children and employed penicillin freely, 
in the treatment particularly of meningitis and pneumonia. 


The background of these achievements is a state of affairs 
in which hospital administration must be a very anxious task 
indeed. There appears to be no shortage of domestic labour, 
even in the private houses of those who can afford it, but 
almost every commodity presents difficulties. Diet is doubtless 
the worst of these preoccupations: bread and vegetables are 
the only items of which the supply is at all dependable. It is 
almost impossible to replace any linen, and I did not discover 
how either linen or the patients themselves are washed. At all 
events there is a grave dearth of soap, and numerous advertise- 
ments of eau de javelle for laundry purposes are evidently a 
clue to the first of these riddles. At the end of a whole morn- 
ing in hospital, when I expressed a desire to wash my_ hands 
(preferring this to the ritual immersion of the finger-tips in a 
bowl of antiseptic lotion) it was necessary for a sister to go 
in search of a key, by means of which she eventually produced 
from a cupboard a cube which seemed to consist mostly of 
abrasive material, although I am prepared to believe that the 
base which held it together had more or less the properties of 
soap. Of these shortages, that of food is of course the most 
serious, and one would like to be able to say what its effect 
has been on the health of the city population as a whole. No 
casual observer can possibly answer this question. Some effect 
there must have been, particularly on resistance to infection, 


and it is somewhat alarming to read that an influenza 


epidemic has begun in Paris complieated by a _ broncho- 
pneumonia strongly rentiniscent of 1918. Comparison between 
the circumstances of that year and the present has been made 
in the daily press. There is one feature of Paris life highly 
conducive to the spread of aerial infection—the appalling crush 
in the Métro, still the only form of public transport. It is 
exceptional to get a seat even at the slackest time; at busy 
hours the trains are crammed to the point of suffocation, and 
the last to enter have devised a special technique for com- 
pressing their neighbours and enabling the doors to close— 
it consists of advancing backwards, using the buttocks as a 
battering-ram. Possibly the garlic and perfume disinfect the 
atmosphere and so save what would otherwise be a dangerous 
situation. 

France faces a far more serious situation when her 2,000,000 
prisoners return, for 500,000 of them are believed to have 
phthisis. How to segregate this enormous number of men 
who will otherwise be a danger to the whole community is one 
of the biggest problems with which the country has to deal. 

Masks in wards and the “ no-touch technique ” are evidently- 
unheard of: this was the most obvious indication that the 
advances of the past five years have still to be learned in 
France. The foreign journals for that time are all missing, 
and it is difficult to see how the gap can be filled, either in the 
libraries or in the minds of those who use them. It may prove, 
too, that we have things to learn from what has been done in 
France: microbiology there has certainly not stood still, and of 
what may have happened in other fields I am no judge. The 
School of Medicine is crowded with students, following the 
liberation and owing to delayed call-up for military service, 
now of course four years in arrears. I had occasion several 
times to visit Gastinel, the professor of bacteriology, and to 
reach his sanctum had to pass through a large teaching labora- 
tory which seemed always, even on a Saturday afternoon, to 
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be full of students. It appears that each class in the course 
they were attending has to be held ten times to accommodate 
the present numbers. I can imagine no more soul-destroying 
drudgery for the teachers than classes multiplied to this extent, 
and our more parochial system in London of many separate 
medical schools, each a complete unit, has much, if not quite 
everything, to commend it. The complete pre-eminence of 
Paris as a medical school has no counterpart in this country. 
It is arguable that the magnificence of Paris as a city, and the 
concentration there of so much of the leading intellectual life 
of the country, are actually detrimental to France as a whole. 

At the Institut Pasteur Tréfouel and his staff have made 
plans not only for the supervision of penicillin production in 
France but for exploring the still unsolved mysteries connected 
with its nature and action. Anyone familiar. with their contri- 
butions to the study of other forms of chemotherapy will under- 
stand that much may be expected of this accession to the 
strength of those engaged in this research. The Institut came 
unscathed through the occupation, in spite of having been a 
depot for medical stores parachuted by ourselves into France. 
The only casualty of whom I have heard has a melancholy and 
historic interest. Joseph Meister, the Alsatian boy who was 
the first patient to receive prophylactic treatment for rabies 
from Pasteur, was still employed as gate-keeper at the Institut 
at the outbreak of this war: he committed suicide when the 
Germans entered Paris in 1940. 

Whole-time salaries are now quite unrelated to the cost of 
living, which has reached astronomic figures for those who live 
in anything approaching normal style, and thus depend largely 
on the black market to fill their larders. Loans and lotteries 
are aimed at reducing the note circulation, but more powerful 
forces seem to be at work to depreciate the franc; and an 
advance of 40% in Métro fares while I was there seemed a 
public admission that the tendency is still in the wrong direc- 
tion, The problems of currency, transport, food distribution, 
and reconstruction are formidable indeed, and French admira- 
tion for ourselves and the stability we have maintained in some 
of these matters knows no bounds. On our own part there seem 
to be two attitudes to France—one sympathetic, and the other 
not. To those of the latter persuasion I would recommend 
reflection on what is meant by four years of the Gestapo. To 
hear of executions and atrocities from the friends or neigh- 
bours of the victims is a very different thing from reading of 
them in the newspapers, and one evidently needs to be in an 
occupied country to know what a Nazi is. The people who 
would have us believe that these stories are exaggerated or even 
fabricated, and take in general the view that the sufferings of 
the French nation, both past and present, are less than they 
have been described, may be guilty of grave injustice, and are 
certainly doing disservice to the relations between our two 
countries. 


CONTROL OF VETERINARY PRACTICE 


The report to the Minister of Agriculture and the Secretary of State 
for Scotland of the Committee on Veterinary Practice by Unregis- 
tered Persons is published for the Ministry and Department as a 
White Paper (Cmd. 6611; H.M. Stationery Office; 3d.). The com- 
mittee was set up in July, 1944, to inquire into the extent and effect 
of veterinary practice in Great Britain by persons who are not 
registered veterinary surgeons, and to make recommendations as to 
any measures for limiting or regulating such practice. After survey- 
ing the field the report sets out conclusions and recommendations. 

The committee’s main recommendation is that the practice of 
veterinary surgery by unregistered persons should be prohibited 
under penalty, but that this prohibition should not apply to the 
treatment of an animal by its owner, the rendering of first aid to 
an animal in an emergency, the destruction of an animal by painless 
methods, or the performance of castration and certain minor opera- 
tions. It further recommends that unregistered persons who for any 
seven of the last ten years have been engaged as their principal 
means of livelihood in diagnosing and giving medical or surgical 
treatment to animals should be entitled to registration by the Royal 
College of Veterinary Surgeons in a register of ‘‘ Existing Practi- 
tioners.”” Such persons, who must be of-good character and not 
less than 28 years old, should be subject to disciplinary jurisdiction 
by the R.C.V.S., should have the same facilities as registered 
veterinary surgeons for obtaining necessary drugs, and should be 
allowed to use the title “ registered animal practitioner.”” Another 
recommendation would empower the Minister and the Secretary of 


a reputation as a botanist and zoologist, after the publication of 


State to control the advertisement and sale of veterinary medicin 
Provision should also be made for a ministerial declaration by Orde 
that specified duties performed by unregistered persons under the 
direction of a veterinary surgeon are not subject to the Prohibitioy 
of veterinary practice by unregistered persons. 


COLONIAL MEDICAL RESEARCH COMMITTEE 


The Colonial Office announces that the Secretary of State for the 
Colonies and the Medical Research Council have jointly set up ; 
Colonial Medical Research Committee to advise them on medical 
research for the benefit of colonial territories. 

The chairman is Sir Edward Mellanby, M.D., F.R.S., secretary oj 
the Medical Research Council, and the other members are: Lieut, 
Col. J. S. K. Boyd, R.A.M.C.; Prof. P. A. Buxton, F.R.S., London 
School of Hygiene and Tropical Medicine; Dr. A. N. Drury, F.RS, 
Director of the Lister Institute of Preventive Medicine; Brig, N 
Hamilton Fairley, M.D., F.R.S.; Dr. W. H. Kauntze, Chief Medical 
Adviser to the Secretary of State for the Colonies; Prof, B, G 
Maegraith, Liverpool School of Tropical Medicine; Dr. B. S. Platt, 
Director of the Human Nutrition Research Unit, M.R.C.; and 
Major-Gen. Sir John Taylor, M.D. 

The secretary of the committee is Dr. Frank Hawking, of the 
National Institute for Medical Research, M.R.C. 


Nova et Vetera 


E. B. BANCROFT: A VERSATILE PHYSICIAN 


Sir Arthur MacNalty has done well to shed light (in a reprini 
from the Proceedings of the Royal Society of Medicine, Nov, 
1944) on the life and achievements of Dr. Edward Bartholomey 
Bancroft, who lived in the eighteenth century while the profes. 
sion of medicine was still largely empirical. He was a many- 
sided man—physician, eminent scientist, philosopher, politician, 
novelist, technical ‘expert in dyes, and philanthropist. Born in 
Massachusetts in 1744, of good American yeoman stock, 
Bancroft was apprenticed to a trade, but ran away to sea and 
made several voyages. 

He had evidently acquired some medical training aboard ship, 
possibly as surgeon’s mate, for we next hear of him as medical 
attendant on a West Indies plaritation and later in a like capacity 
in Dutch Guiana, where he studied the flora and fauna and gained 


techr 
surve 
beco: 
acco’ 
and 
recor 
howe 
appe 
the u 
grapl 
culos 
who 
absu 
been 
have 
grapt 
and i 
whelr 
‘lesion 
dange 
newly 
action 
with 
officic 
clinic: 
the o 
arran 
to a 
interv 


his first book The Natural History of Guyana (1769), in which he 
wrote of tropical plants and their dye-producing properties. ‘He 
also described various diseases: leprosy, yaws, which he treated by 
salivation with mercury; malaria, which he treated with bark; yellow 
fever; and the bites of venomous snakes. Bancroft came to England 
in 1765 and studied medicine, obtaining the degree of M.B., and 
later proceeded M.D. at Aberdeen University. On account of his 
scientific attainments he was soon recognized as a leading London 
physician and found time to make further researches into the pro- 
duction of colours and vegetable dyes, which gained him unanimous 
election as a Fellow of the Royal Society. 

He was a.contemporary of another famous physician, Dr. John 
Coakley Lettsom, whom he helped to found the Medical Society of 
London (1773). He was’ able among all his activities to write a 
number of treatises and novels, but his most important and success- 
ful work was The Philosophy of Permanent Colours, in which he 
displayed a profound knowledge for those days of chemistry and 
botany. This book was a valuable introduction to the 1 
industries of to-day, and it became the standard British and American 
authority on the subject of dyes. During the American War of 
Independence (1780-3) Bancroft (then a British subject) rendered 
good service to the British cause. He supplied all the particulars 
of the French fleets and armies to the Government. He lived in 
Downing Street, Westminster, which was then a doctors’ street. 
Tobias Smollett set up in practice there in 1744. 

Sir Arthur MacNalty regards Bancroft as one of the most com-§ Sugge: 
plex personalities in medical history. He was a genius endowed of ne 
with great natural gifts and, coming to this country as an unknowlg . | | 
person, early achieved a distinguished position as a scientificg ¢ritict 
physician arid chemist. His fatal gift of versatility proved a snaft single 
for his posthumous reputation. He died in 1821 aged 77. ‘apes 

allow: 
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S. L. Zimmerman and R. Barnett (Ann. intern. Med., 1944, 4 
1045) record a case of sickle-cell anaemia in a man aged 30 in whom 
the haemolytic crisis simulated a coronary occlusion clinically 
to a lesser degree cardiographically. 
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CIVILIAN MASS RADIOGRAPHY 


Mass miniature radiography was introduced into the Royal 
Navy in 1939, and by 1941 Dudley’ was able to report the 
results of 18,000 examinations. This and many similar 
| pon from all over the world showed clearly the 
value of the new technique and the problems it raised. 
After such publicity the idea caught the public fancy and 
was approved by the Ministry of Health, but it was not 
until 1942 that a few official miniature radiography sets 
were produced for civilian use. The first: of these went 
to the Medical Research Council, which has now published 


a report” on the first 23,000 examinations made with this 


instrument. About half of the report deals with the 
technique and organization of a miniature radiographic 
survey; this section is excellent and will undoubtedly 
become a standard work of reference on the subject. The 
account of the handling of apparatus, processing of films, 
and positioning of the patient is particularly good. The 
recommendations on the disposal of abnormal cases will, 
however, hardly meet with such general approval. It 
appears that in doubtful cases the medical directors of 
the unit must often decide from one interview and radio- 
graph not only whether the subject has pulmonary tuber- 
culosis but also whether the disease is active. Anyone 
who has had experience in a chest clinic will realize the 
absurdity of this suggestion ; yet it is one which has often 
been made in the past, and even the official publications 
have implied that it should be the duty of the mass radio- 
graphy unit to distinguish, in certain cases, between active 
In view of the over- 
whelming evidence that the majority of early tuberculous 


‘lesions in the lungs are symptomless, it is clearly most 


dangerous to decide on such slender evidence whether a 
newly discovered tuberculous lung lesion requires special 
action or not. The only safe course is to keep all patients 
with such lesions under close observation. The present 
official constitution of a mass radiography unit places a 


clinician in charge but does not give him control of | 


the observation and investigation of suspects. Such an 
arrangement encourages the clinician to commit. himself 
to a diagnosis, and even prognosis, on the strength of one 
interview and an x-ray film of the chest. Certain of the 
Suggestions made in this report concerning the treatment 
of newly detected cases at a chest clinic invite similar 
criticism. It is stated, for instance, that in some cases a 
single re-check after 6 months may be all that is necessary 
fo establish that a lesion is healed. But this makes no 
allowance for the rapidity -with which some of these 
apparently healed lesions deteriorate. Even more reveal- 


1 Proc. roy. Soc. Med., 1941, 34, 401. 
2M.R.C, Spec. Rep. Ser. No. 251, 1945. 


. 2 to 3 months. 


ing is the statement that “the present shortage of institu- 
tional beds makes it specially desirable to reduce as far 
as possible the number of cases referred for assessment.” 
It was obvious 5 years ago that the introduction of mass. 
radiography would bring to light a large number of cases 
requiring hospital observation for diagnosis, and it is dis- 
quieting that the shortage of suitable beds is, if anything, 
more acute now than it was then—in spite of full State 
control of the medical and nursing services. 

The Medical Research Council’s report concludes with 
statistical data on the incidence of tuberculosis and other 
pulmonary lesions in the persons examined. These figures 
are similar to those obtained in other mass miniature radio- 
graphic surveys. Although such statistics are interesting 
they throw no light upon the most impo:tant problem of 
all—the fate of the symptomless tuberculous lesion. An 
increasing number of such lesions are being discovered 
by modern diagnostic methods, and until the question is 
answered we shall be no nearer to the solution of the 
greater problem of the treatment of early pulmonary tuber- 
culosis. If mass miniature radiography is to answer this 
question it must be used scientifically, as a diagnostic instru- 
ment, by the clinicians who are going to direct the observa- 
tion, diagnosis, and treatment of the patients, and who will 
continue to observe them for months and even years until 


the research is complete. But, at present, mass radiography .- 


sets have been distributed to various local authorities, and 
each has become the centre of an independent unit. There 
is no general agreement about the procedure for the dis- 
posal of suspected cases : some advocate that the patients 
should be sent to their private doctors ; others, that they 
should go direct to chest clinics, and so forth. In these 
circumstances an efficient survey of the fate of the patients 
will be extremely difficult if not impossible, and will inevi- 
tably lack the element of personal observation which is 
so important in research. Science does not lend itself to 


‘bureaucratic methods, and a clinical inquiry cannot be 


reduced to a matter of filling in forms. 

In the Services the position seems more hopeful, and 
they have the undeniable advantage of dealing with a 
disciplined population. Trail and others,* in a recent 


‘survey of 250,000 miniature radiographic examinations in 


the Royal Air Force, state that an attempt was made to 
keep tuberculous suspects under observation, at least for 
The results prove the value of this course, 
for 13% of the male and 15% of the female suspects 
developed active disease. But a short-term policy of this 
kind is not enough, and Trail and his colleagues are forced 
to admit that they have not information of the after- 


- histories of all persons examined. By far the most ambi- 


tious attempt has been made by the Senior Service, which 
was also the first to adopt mass radiography. In 1939 
units were installed at the three principal naval depots ; 
all persons passing through the depots were examined, and 
every man in the Navy passes through one or other of them 
once in 3 years, when his ship pays off. Arrangements 
were made for the observation of suspects under the same 
medical control. All doubtful cases were admitted to. hos- 
= where full clinical investigation enabled a preliminary 


3 Brit. J. Tuberc., 1944, 38, 116. 


‘oval Apri 14, 1945 
n by Orde ye 
Prohibition 
TEE 
Y set up 4 
ceretay a 
re: Lieut.. 
S., Lon 
iry, FR 
; Brig. 
ief Med 
rof. B. 
B. S. P 
R.C.; 
ng, of 
erties. “He 
irk ; yellow 
to England 
M.B., and 
yunt of his = 
ng London 
unanimous | 
, Dr. John 
Society of 
to write a ae 
nd success- 
1 which he 
mistry and 2 
e chemical 
War of 
) rendered 
Je lived in eee 
ors’ street. 
s endowed 
n unknown 
scientific 
ed a snaft 
7. 
in 
; 


522 Aprit 14, 1945 


IRIDOCYCLITIS 


MEDICAL JouRNat 


assessment to be made in about 10 days. Those who had 
lesions of uncertain stability were given selected shore ser- 
vice, where they could be kept under supervision ; they. 
had adequate rations, suitable employment, and abundant 
rest and leave. Medically they were -seen as out-patients . 
and admitted to hospital for repetition of investigations at 
intervais of 2 to 3 months. Brooks,* in a preliminary 
survey of this research in 1944, recorded that over half a 
million men and women in the Navy had been examined 
by miniature radiography: 2,911 sailors had minimal 
lesions in the lungs, and about 1 in 6 of these proved to 
be active ; in a further 1,826, or 63%, the stability of the 
lesions was uncertain, and these were observed as described. 
The thoroughness of this investigation is shown by the 
fact that some of these cases had been observed for 2 
years at the time of reporting: 191, or about 9.5%, of 
these suspects developed active tuberculosis while they 
were being watched ; the majority of them relapsed during 
the first year. Thus it is clear that the future of over 
half the patients with minimal tuberculous lesions in the 
lung cannot be predicted after one examination, or even 
after a period of observation in hospital. At least one in 
ten will subsequently develop active tuberculosis, and if 
this is to be treated promptly the patient must be kept under 
the closest surveillance. The far-sighted research in the 


- Royal Navy is doing a great service by providing vital 


information on the fate of early tuberculous lesions ; it 
also ensures prompt treatment for naval personnel who 
develop active disease, and it has enabled many men to 
be retained in the Service who might otherwise have 
‘become tuberculous pensioners on the strength of an 
X-ray examination alone. With this model before us it 
is regrettable that we civilians should still have to ask 
the question: Is mass miniature radiography merely to 
be regarded as an interesting toy, with a useful propaganda 
value, or is it to be used as an instrument of scientific 
research ? | 


| 


IRIDOCYCLITIS 


Iridocyclitis is one of the more common inflammations of 
the eye and is responsible for much visual impairment and 
a fair amount of blindness. The causes are many, but 
there is little clear knowlédge of the relative significance 
of each. A time-honoured classification includes syphilis, 
gonorrhoea, tuberculosis, and rheumatism, but of late such 
factors as sarcoidosis, brucellosis, and various clinical 
syndromes have claimed attention. Of the syndromes, 
that named after Behget is perhaps the most clear- 
cut. Recurrent hypopyon has been known to ophthal- 
mologists for many years, but it was Behget—a dermatolo- 
gist—who pointed out the association of this form of 
iridocyclitis with recurrent aphthous ulcers of the buccal 
mucosa and herpetiform or aphthous lesions of the geni- 
talia. The least constant in this triad are the eye symptoms, 
which, indeed, may range from recurrent conjunctivitis, 
corneal ulceration, and iritis to hypopyon uveitis ; occa- 
sionally optic atrophy has also been observed. A variant 
in the skin condition is pointed out by Foss,* one of whose 


4 Lancet, 1 , 745 
5 4cta 19, 293. 


cases showed pyodermia and erythema nodosum. That i 


the condition may be allergic is suggested by the fact that 
in his patient an attack was precipitated by Staphyloce 
vaccine. Recurrent hypopyon appears to be more common 
in men. 

Iridocyclitis may be of little ultimate significance to the 
patient, or it may cause blindness. Essen-Moller® found 
that 42% of his 240 cases of chronic iridocyclitis recovereq 
completely, and 32% went on to total or subtotal bling. 
ness. His careful analysis of the aetiological factors in 
his cases showed tuberculosis to be present to a significant 
extent in chronic iridocyclitis, as also in sclero-keratitis, the | 
but not in acute iridocyclitis and choroiditis. Character. the | 
istic of these difficulties in assessment is the concept of 
“ pseudo-tuberculosis ” applied to such conditions as 
sarcoidosis and uveo-pavotid fever, which account for a 
certain proportion of cases of iridocyclitis. The readiness 
with which clinicians will ascribe a nondescript reaction 
to tuberculosis varies in different countries. On the Con. 
tinent tuberculosis is favoured as a cause of iridocyclitis: bsg 
in this country, “rheumatism.” But in acute rheumatic 


ther 


‘fever iridocyclitis is a curiosity, and chronic rheumatism Mac 


includes many ill-defined conditions. It was tempting to} and 
blame focal sepsis when the fashion ran high. In draw.} ditio 
ing attention to iridocyclitis in six cases of Still’s disease} that 
observed at the ophthalmic department of the Finsen Insti. rhydl 
tute in Copenhagen, Blegvad’ stresses the fact that both ap 
conditions are rare in children. He therefore regards} fai, 
the concurrence of the two not as a coincidence but as af js du 
special form of Still’s disease. Still himself never men-} catec 
tioned iridocyclitis in his cases. Blegvad found 20 similar} tion 
instances out of a series of 896 children with polyarthritis oede 
observed in the State and communal hospitals of Denmark 
during 1929-39. Franceschetti and Brocher* state that this} p, 
type of iridocyclitis is characterized by the formation off |ishe; 
a band-shaped opacity in the cornea. They classify rheu-§ tion 
matic affections in relation to iridocyclitis under the two} chan; 
main headings of (1) infective rheumatism, and (2) non- toget 
infective rheumatism. They ‘divide the acute forms off . 
infective rheumatism into those which are free of ocular furth 
complications, and those in which there are rheumatoid}. yray 
reactions—for example, in gonorrhoea, erysipelas, dysen-} right 
tery, smallpox, where indeed iridocyclitis is not rheumatic of mi 
but part of the systemic infection. In the chronic forms} "s © 
iridocyclitis is common in what they describe as primary 
chronic polyarthritis, and in spondylarthritis ; it is present 
in some cases of Still’s disease, but has not been observed per r 
in Felty’s syndrome—Still’s disease in adults with leuco} McmM 
penia and occasional yellow-brown pigmentation of the cathe 
unexposed skin. As the chronic, non-infectious forms ol Wh 
rheumatism are so common, it is difficult to decide whethe obser 


25 
the eye changes seen in the sufferers are no more than ec 2 
coincidence. tion « 


It appears, then, that only three rheumatic affection the p 
have to be considered in iridocyclitis: primary chrosi muscl 
polyarthritis, mainly in women ; spondylarthritis ankylog fall in 
poietica, mainly in men; and Still’s disease. A lif veg 
between rheumatism and iridocyclitis is suggested by suf ah 


6 Acta cog 1942, 20. 97, 121. 
7 Ibid , 1941, 19, 219. 
8 Schweiz. med. ’Wschr., 1944, 74, 299. 
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conditions as Sjégren’s syndrome and Reiter’s syndrome, 
poth characterized by polyarthritis and ocular lesions but 
not by iridocyclitis. In Sjégren’s syndrome the eye lesion 
is a kerato-conjunctivitis sicca, and in Reiter’s syndrome 
there is a purulent conjunctivitis. 

While there is a growing awareness that any one of a 
large number of general disturbances may be responsible 
for iridocyclitis, and that there is still much to be done in 
establishing possible causal factors, the fundamental diffi- 
culty in the understanding of iridocyclitis arises from our 
ignorance of the nature of intra-ocular inflammation. Few 
instances of such inflammation are bacterial in origin, and 
the understanding of the mass of inflammatory disease of 
the inner eye is likely to elude us until there is a ciearer 
appreciation of the character of non-bacterial inflammation. 


A NEW THEORY OF DIGITALIS ACTION 


The action of digitalis on the heart seems fated to be 
a subject on which investigators will always disagree, 
even in this country, where Withering first observed it. 
Mackenzie demonstrated its value in auricular fibrillation, 
and Lewis’s analysis of the effect of digitalis in that con- 
dition led to the view, in this country and in America, 
that its chief use was in treating disorders of auricular 
thythm by preventing them from disturbing the ventricle. 
Probably most British clinicians retain this view to-day. 
In America digitalis is held to be valuable for congestive 
failure where the rhythm is that of the sinus and the failure 
is due to disease of the heart muscle. This view was advo- 
cated on the Continent by Fraenkel,’ who gained a reputa- 
tion by giving strophanthin intravenously to relieve cardiac 
oedema in patients with normal rhythm. He used to say: 
“They come to me and tell me the treatment is wonderful : 
they feel so much lighter.” 

Recently McMichael and Sharpey-Schafer? have pub- 
lished some observations on the effect of intravenous injec- 
tion of digoxin in man in which they have recorded the 
changes produced in the pressure in the right auricle 
together with those in the cardiac output. 
method of Cournand and Ranges,® they insert a catheter 
into a vein in the left forearm; the catheter is pushed 
further and further into the vein until it is observed by 


-¥ray illumination to come to lie at the entrance to the 


tight auricle. Through a catheter in this position a sample 
of mixed venous blood can be withdrawn ; by determining 
its oxygen content per c.cm. and subtracting this from 
the oxygen content of arterial blood the arteriovenous 
oxygen difference for the body as a whole is determined, 
and when this figure is divided into the oxygen intake 
Per minute a figure for the cardiac output is obtained. 
McMichael and Sharpey-Schafer have now used this 
catheter to measure right auricular pressure. 

When digoxin was injected the one constant effect they 
Observed was a fall in the right auricular pressure. Out 
of 25 instances in which this fall occurred there was a 
rise in cardiac output in only 15. The ordinary explana- 
tion of a fall in right auricular pressure would be that 
the primary effect of digoxin was to stimulate the heart 
muscle, leading to a rise in cardiac output, and that the 
fall in right auricular pressure was secondary to this. But 
since in 7 observations the cardiac output fell and in 3 
there was no change, McMichael and Sharpey-Schafer con- 


1 Lancet, 1935, 2, 1101. 
2 Quart. J. Med., 1944, 37, 


123. 
3 Proc. Soc. exp. Biol., N.¥., 1941, 46, 462. é 


Adopting the ~ 


and others. 


clude that the effect of digoxin on right auricular pressure 
was primary and not a consequence of raised cardiac 
output. In support of this view they give evidence of a 
different kind. In 4 patients suffering from congestive 
failure they applied pneumatic cuffs to the thighs and so 
obtained a mechanical lowering of venous pressure. They 
found not only that this caused a rise in cardiac output but 
that in every instance it caused the same rise in cardiac 
output in relation to a given reduction of right auricular 
pressure as did digoxin. Thus they come to put forward 
a new view of the action of digitalis—that it is not on the 
heart at all but on some extracardiac mechanism which 
reduces venous pressure. They apply this explanation not 
only to simple congestive failure -but also to failure in 
auricular fibrillation, where the beneficial effect of digitalis 
was ascribed by Mackenzie and by Lewis to the control of 
the heart rate ; for McMichael and Sharpey-Schafer found 
that the effect of digoxin in causing a fall of venous pres- 
sure was similar in degree whether the failure was present 
when the rhythm was normal or was due to auricular fibril- 
lation. A new theory of this kind is most stimulating. 


SICKNESS AMONG WOMEN IN INDUSTRY 


In Report No. 86 of the Industrial Health Research Board 
Dr. S. Wyatt! and his five assistants describe the results 
of an investigation into the sickness absence of munition 
workers. The 20,000 women concerned were employed at 
five factories where small-arms ammunition, fuses, shell 
cases, guns, and other equipment were manufactured, and 


_the period investigated lasted from July to December, 1942. 


In addition the absences of another group, 33,500 in 
number, were investigated in less detail for the two years 
1942 and 1943. The information brought together was 
restricted to certified sickness absence of two or more 
days, so the time actually lost through sickness was likely 
to be underestimated. The time ascertained amounted to 
7.8% of the total working time. More than half of the 
women were married, and their sickness rate was 65% 
higher than that of the single women. As has long been 
recognized, an excess such as this would chiefly be due to 
the extra physical and mental effort required for running a 
house. It was not due to the greater age of the married 
women, for in both groups the absenteeism tended to 
become less with age, reaching.a minimum, with one excep- 
tion, in women of 50 to 59. In the six months investigated 
every hundred workers showed, on an averdge, 24 cases 
of respiratory disease, 12 of digestive trouble, 10 of nervous 
symptoms, and-5 of “ fatigue.” One-eighth of the nervous 
disorders were organic and the remainder of the functional 
type, but there can be no doubt that some of the diseases 
of the digestive system had a psychological origin and 
should rightly have been included in the nervous group. 
The absences due to fatigue had been labelled asthenia, 
general debility, or general fatigue, and it was interesting 
to note that they were 136% more numerous in married 
women than in the unmarried. The nervous cases were 
82% more numerous, while in contrast the respiratory 
cases were only 27% more numerous. 

The report includes a large amount of detailed statistical 
information concerning sickness in relation to length of 
service, to the type of work performed, to shift systems, 
to the numbers discharged because of ill-health, and to 
other factors ; and the investigators claim that the results 
obtained illustrate the importance of accurate and com~ 
plete records of sickness absence as a necessary foundation, 


1A Study of Certified Sickness Absence among Women in Industry by S. Wyatt 
. H.M. Stationery Office. (9d.) 
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for any sound system dealing with industrial diseases. As which could readily be removed with potassium cyanide 
is pointed out in the preface to the report, the wartime During life he polished silver with rouge (iron oxid SE be. 
extension of industrial and medical services has done much From this collection of material there seems little doa 
to prevent illness, but scientific evidence of the effects of that iron oxide causes changes in the appearance of ni tha 
environmental and other factors is lacking. It was for monary skiagrams but does not produce fibrosis of Pei 
this reason that the Board decided that there was need The lung is essentially an elastic organ, and if its elasticiyt 4° 
for a detailed inquiry into the nature, distribution, and is impaired the man is likely to suffer from shortness ’ be 
causes of sickness absence. The present report is a con- breath; it does not therefore follow that because there a on 
tribution to such an inquiry.. : no fibrosis there is no disability. Ks | 
In a recent number of the British Journal of Indus. © 
trial Medicine Harding, McRae Tod, and McLaughlin’ 
report in great detail the clinical history and necropsy of whe 
SILICOSIS IN BOILER SCALERS © a boiler scaler who died with a carcinoma of his righ ‘* 
2-33 upper bronchus. This is the same case as the fifth one 
Boiler scalers are exposed to two types of dust—the scale subsequently reported by Dunner and Hermon. He wast “* 
deposited from the water circulating in or outside the tubes, aged 61, and had been employed as a boiler scaler all his} 2!” 
and the dust in the fire tubes, flues, or fireboxes. The first’ working life since the age of 14. Six years. before his 
case of a pulmonary dust disease occurring in a boiler death he had been in hospital because of dyspnoea and} 
scaler was reported in this Journal by W. E. Cooke’ in cough, and a skiagram at that time showed nodulation 
1930 in a paper entitled “Pneumokoniosis due to Flue through both lung fields. In December, 1943, he wasp U 
Dust.” He found that, whereas the boiler scale contained again admitted to hospital, and the same x-ray changes mac 


6.4% of insoluble siliceous matter, the flue dust contained were observed, with an opacity at the right apex. Carci§ “" 

26.4%. A man aged 35, who had worked for 9 years as noma was found post mortem. Sections of the lung Dee 

a boiler cleaner, developed shortness of breath and cough. showed typical, solid, collagenous silicotic nodules thaf 

Skiagrams showed appearances of advanced silicosis. He were pigmented, as those seen in the lungs of coal-miners} 8 
| mi 


died. Necropsy revealed generalized patchy fibrosis in The lungs were incinerated at 500°C. and yielded 5.14 
both lungs, and tuberculous lesions in the right upper lobe. tawny. ash. Iron formed 0.6% and silica 0.17% of th 2” 
Cooke, however, thought that the fibrosis of the lung pre- dry weight of the lungs. A sample of boiler scale taken 
ceded the tuberculous infection by many years. In the from the type of ship’s boiler usually scaled by this man tayt 
following year Williams’ reported six cases. Necropsy of contained 10.1% of iron calculated as metal and 8.6% 


one of these showed there was a diffuse “anthracosis” ~ total silica, probably present largely as silicate. A sample ™ 
but relatively slight formation of fibrous tissue. Dunner’ of fiue dust contained 48.3% of iron and 6.1% total silica in t 
_in 1943 described the clinical.and radiological appearances _[t seems, therefore, that in boiler scalers the x-ray changes defe 
in 12 boiler scalers who had complained of pain, shortness are brought about by a combination of iron oxide and ve 
of breath, and, in two cases, of small haemoptyses ; with silica. The post-mortem finding, however, clearly showed sem 
Hermon‘ he gave an account in 1944 of a further five cases, the presence of silicotic nodules in a man who had worked) ™° 
four of which were complicated by pulmonary tuberculosis alll his life as a boiler scaler. Logically, therefore, legislag ™Y 
and one by a carcinoma of the lung. Last year Todd and tion ought to be introduced under the Workmen’s Com pec 
Rice® reported fully the case of a man aged 40 who had __ pensation Act to include boiler scalers in one of the silicosit. * § 
worked for 14 years in his early life as a boiler scaler and schemes. issuc 
who later developed shortness of breath. The skiagram a 


showed a snowstorm type of infiltration of both lungs, = 
equal in intensity from hila to periphery of the lungs. 
In Cooke’s analysis of boiler scale and flue dust the ACCIDENTAL SUFFOCATION OF INFANTS 

- former contained 3.4% and the latter 27.2% of iron oxide, The number of deaths in children in the United States 
which is oqapue to x rays. After Doig and McLaughlin® attributed to accidental mechanical suffocation is increas 
had demonstrated reticulation in the skiagrams of electric- jing. Under 1 year 692 such deaths were recorded in 19334 A fe 
arc welders, who had been exposed to fume containing and 1,333 in 1942. H. Abramson!! points out that inf Roll 
much iron oxide, the cause of these x-ray changes was the city of New York this accident accounts for more} jourt 
naturally sought for. Many cases of x-ray reticulation in deaths in children than measles, scarlet fever, and diph4 for t 
welders have since been recorded, but the only necropsy theria combined. It therefore presents a social problem} bega 
was done following exhumation 2 years after death by of first importance. Abramson has analysed the figure treat 
Euzer and Sander.’ It was found that the lung contained jin New York for a period of five years in infants unde so-cz 
excess of iron and that no pulmonary fibrosis had occurred. 1 year, who make up four-fifths of the fatalities. He-dis} glan 
Harding* has produced x-ray reticulation in rats by inject- cusses 139 cases—85% in infants under 6 months. Th espe 
ing “ rouge” into the trachea, but histological examination peak of fatalities from accidental smothering occurs i milia 
of their lungs showed no fibrosis. McLaughlin, Grout, the winter, and the hours of danger are 3 to 9 a.m. I Leys: 
Barrie, and Harding® have studied the lungs of a silver about one-sixth of cases the baby was “ overlaid” in thd to th 
polisher in whom x-ray reticulation had been observed. mother’s bed, and in the remainder was either in cot 0§ disea 
He died with post-operative bronchopneumonia ; and, once pram, with blankets improperly applied, loose pillowg resul 
more, histological examination disclosed the presence of ynnecessarily decorative, or loose mattress coverings #% thera 
iron particles but no fibrosis. In this man the medial layer the main lethal agents. In two-thirds the baby was found it is 
of all the arteries in the lung contained a deposit of silver face down. Abramson sets out preventive measures base@ one, 
on his analysis. -First it must be brought home to &@ appa 


1 British Medical Journal, 1930, 2, 816. 
medical and lay- public that accidental smothering i @ Rolli 
4Tbid., 1944, 17, 355. serious menace to infant life. Detailed care of the babyg with 
¢ tad i936, i one clothes and of the baby’s coverings in cot or pram mij had | 
7 J. industr.'Hyg., 1938, 29, 333. befor 

8 Brit. J. industr. Med. (in the press). 10 Brit J. industr. Med., 1944, 1, 247. 
Lancet, 1945, 1, 337. 11 J. Pediat., 1944, 25,404. 
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be exercised. “No infant should ever sleep on a-pillow, 
put always on a flat mattress.” It is also most important 
that the young infant be never left in a “face down” or 
tential “face down” position where there is a risk of 
q brief movement turning the head so that the face can 
be enveloped in the bedding. It is also important to pay 
careful attention to details of feeding, as some deaths 
follow a feeding time, as when a mother falls asleep while 
feeding her infant, which is then found smothered. 

What is not made clear in Abramson’s analysis is 
whether post-mortem examinations were made in the 
cases he describes, for, despite circumstantial evidence that 
suffocation is the cause of death, pathologists often find 
unsuspected lesions. Helen Deem makes this point in her 
annual report for 1943-4 to the Royal New Zealand Society 
for the Health of Women and Children. In that country, 
out of 951 deaths in the first year of life, there were 16 in 
which accidental mechanical suffocation was given as the 
cause. Post-mortem examination had not usually been 
made, but in 2 infants it revealed an acute respiratory infec- 
tion in one and a pathological heart condition in another. 
Deem makes the point that a mother who believes that 
her child had been smothered by a preventable accident 
is likely to suffer great mental torture and reproach. This 
might be relieved if a post-mortem examination were 
always performed when suffocation has apparently 
occurred. Is it not also in such infants that a large 
thymus is sometimes found? Despite the statistical 
discrediting of status lymphaticus as a factor in child 
mortality, it is certainly a “condition” sometimes found 
in the suffocated infant. May it not also be that mental 
defect plays a part in the story—a part which even necropsy 
will not reveal ? Head and chin raising movements become 
established and controlled between the fourth and ‘sixth 
months. In the mentally defective baby such movements 
may well be delayed and thus increase the risk period for 
suffocation. Abramson has certainly underlined a problem 
of some importance, but without pathological details the 


issues tend to be too simplified. Perhaps it might be made - 


an object for study by one of the new university depart- 
ments of child health. 


ROLLIER AND SUNLIGHT 


A few months ago the seventieth birthday of Prof. Auguste 
Rollier was celebrated in a French-language Swiss medical 
journal.' Rollier’s name is known throughout the world 
for the sun treatment of non-pulmonary tuberculosis. He 
began his work at Leysin in 1903 at a time when operative 


# treatment had for some years been the rule for cases of 


so-called “surgical” tuberculosis—of bone and joint, of 
glands, and of the kidneys. The results of operation, more 
especially in bone and joint cases, were unsatisfactory ; 
Miliary tuberculosis and. sinuses were common sequels. At 
Leysin Rollier showed that properly graduated exposure 
to the sun built up the resistance of his patients to their 
disease, healed their sinuses, and arrested their lesions. The 
results he achieved led to the erroneous view that helio- 
therapy is a specific cure for non-pulmonary tuberculosis ; 
it is merely an adjuvant treatment, though a most valuable 
one, and must be combined with suitable orthopaedic 
apparatus for immobilizing the affected bone or joint. 
Rollier always recognized this and combined heliotherapy 
with conservative methods of treatment—methods which 


had been employed at Berck-sur-Mer for about 20 years 


before he began work at Leysin. 


1 Rey. méd. Suisse Rom., June, 1944. 


Rollier’s method has been described as the “cure of 
altitude and exposure to the sun”; and the Swiss mountains 
have the advantage both of a clear atmosphere and of 
many hours of sunshine. But there is some divergence of 
opinion about the type of climate best suited to the tubercu- 
lous patient. The late Sir Henry Gauvain, a pioneer of 
heliotherapy in this country and always an admirer of 
Rollier and his work, thought the English climate in spring 
and summer was ideal for sun-treatment owing to the 
contrasts of light and shade. Gauvain shared Rollier’s 
enthusiasm for the use of the sun’s rays for his patients 
with non-pulmonary tuberculosis, the treatment being 
given only to those who could respond with pigmentation. 
Interest soon spread from natural to artificial sunlight, 
and after a period of uncritical enthusiasm the latter was 
finally accepted as a substitute which had a place in the 
treatment of non-pulmonary tuberculosis. Rollier has won 
a place in the history of therapeutics, and we join with our 
Swiss colleagues in the tribute paid to him. 


LONELY OLD AGE 


The medical aspects of old age, now widely recognized, 
are inevitably bound up with the social aspect, which recent 
events have emphasized. It has been suggested! that the 
Services Convalescent Homes might be converted after the 
war into rest homes where aged persons could spend three 
to four weeks each year. But this only touches the fringe 
of the problem, for in many instances a permanent home 
is needed. The Friends Relief Service have formulated and 
put into action what appears to be a more excellent way.’ 
Their work for old people arose in the first instance during 
the period of heavy air raids, when there were scarcely any 
official arrangements for their removal from the target 
areas. At that time such hostels were regarded as merely 
a temporary expedient, and those who ran them did not 
realize that they had embarked upon a long-term social 
work of increasing importance. The main social problems 
of the elderly at the present time are loneliness and neglect. 
The large institution is no answer to the needs of the aged, 
and their dread of ending their days there is very natural. 
The experience of the Friends Relief Service is that the 
optimum size for their hostels is for 25 to 30 persons with 
occasional larger hostels to hold up to 35, where special 
facilities, such as expert nursing, could be provided. Every 
detail of the problem involved has been carefully con- 
sidered and clearly described in their booklet. Another 
scheme in operation is the Hornsey Housing Trust, which 
is now being expanded in other parts of the country as the 
Hill House.* The plan is to turn residential houses now 
unsuited for family life into one- or two-roomed apart- 
ments, with an alcove with running water and a gas stove. 
The rooms are of good size and suitable for the large 
old-fashioned furniture which many old people possess. 
The scheme also provides privacy for those who feel like 


the old lady who said, “ I don’t neighbour.” All these plans - 


are coping with a real problem, which unsolved leaves the 
medical profession handicapped, if not impotent, in their 
treatment of the isolated aged. 


We much regret to learn of the death of Sir James 
Barrett, F.R.C.S., who was President of the British Medical 


Association when it met in Melbourne in 1935, and Chan- 


cellor of Melbourne University 1935-9. 


1 Barber, R. O., Yorkshire Post, Feb. 22, 1945. 

2 Hostels for Old People, published through Friends Book Centre, Friends 
Euston Road, London, N.W. (ls. 6d.) : 

8 Age in the New World, E. D. Sansom, Pilot Press. 
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AN EXPERIMENTAL APPROACH 


BY 
D. H. SMYTH, M.D., M.Sc., Ph.D. 


“No general principles hav i ed to him.” 

This quotation, taken from an article on “ Some Principles of 
Reform in Medical Education,”* seems best to sum up its 
author’s criticisms of the present educational system for the 
medical student. The same view has frequently been expressed 
by other writers on the subject, and is one of the emphatic 
conclusions in the report of the Interdepartmental Committee 
on Medical Schools. Furthermore, the faults in the teaching 
are often said to be accentuated by the examination questions, 
which demand too much knowledge of detail and not enough 
knowledge of general principles. In defence of the existing 
teaching it is claimed that general principles can be imparted 
only by teaching certain parts of the course in considerable 
detail, and that a knowledge of general principles not based on 
knowledge of detailed processes is impossible. The solution 
to the difficulty is not made easier by the fact that few of 
those who discuss the problem ever state specifically what they 
mean by “general principles.” As a result there is apt to 
be much discussion with little progress in putting forward a 
remedy, since in any particular instance it is very difficult to 
decide whether or not general principles have been learned 
by the student in addition to the factual information which he 
has acquired. The present article seeks to make a contribution 
to this subject by describing an experimental approach to the 
problem—namely, the collection of some evidence as to how 
far general principles have been grasped by the medical student 
at a particular stage in his education. 

In carrying out the experiment I have been guided by 
certain considerations. A study of the criticisms of medical 
education shows that it is much easier, though probably less 
helpful, to criticize those parts of the curriculum for which 
one is not personally responsible or in which one is not deeply 


interested. On the other hand, such criticism, in sufficient detail | 


to be of much value, is tempered by consideration for the 
feelings of one’s colleagues and by an unwillingness to seem 
to interfere with the work of another department. The experi- 
ment was therefore planned so that it dealt mainly with that 
part of the course for which I was partly responsible—i.e., 
the preclinical training in physiology. It is inevitable, however, 
that earlier parts of the medical studies, and also the teaching 


in the schools, must share the responsibility for the level of. 


the students’ education. A second consideration was that the 
“ principles ” chosen for investigation should be as general as 
possible, and, while it was the purpose to relate these specifi- 
cally to physiology, it was intended that they should be common 
to most fields of scientific activity. 


Experimental Material 

The subjects of the experiment were 54 medical students 
studying for the second M.B. examination of London Univer- 
sity as internal students. These students had all completed the 
first M.B. examination or its equivalent by July, 1943, with 
the exception of two who passed first M.B. in Dec., 1943. All 
therefore had had at least several years’ exposure to a “ scien- 
tific’ education. The group had studied physiology more or 
less intensively since Sept., 1943, along with anatomy and bio- 
chemistry. In physiology, the subject of the present test, they 
had had three different teachers, all with a moderate amount 
of research as well as teaching experience, so that theoretically 
the atmosphere for a scientific education was “set fair.” So 
far as can be judged the students were of good average ability, 
and it would be estimated, by comparing them with students of 
other years, that the majority will pass the second M.B. at the 
first attempt, and some will distinguish themselves. The aver- 
age age was about 19, but a small number, somewhat older, 
had more experience than the rest: one had a Cambridge 
honours degree in natural sciences, one had several years’ 


experience of school teaching, and one had held a post con- © 


nected with urban. health administration. 
* British Medical Journal, Feb. 5,.1944, p. 173. 


-emphasis on the illustration of the. terms by examples from 


‘sion would be well known, as it is at the very basis of scientific 


In a sessional examination held in July, 1944—je, three classes 
terms after starting the study of the second-year subjects— 


a compulsory question of a special nature was included in af. Class 
three-hour paper along with five other questions of the moref. of 
usual kind. Four questions out of the other five had also tg — hy 
be answered. The compulsory question was as follows: to be ¢ 
Explain briefly what meanings you attach to the following deduct 
terms, and illustrate these by examples taken from your theory 
knowledge of physiology: ments. 
(a) hypothesis It ool 

(b) law of nature expel 
(c) controlled experiment Class 
(d) empirical method out to 
(e) percentage error see 
(f) inductive and deductive reasoning Cub 
It should be stated that during the session I had given af Class 
course of lectures which had terminated in March, 1944—j¢ § certain 
a considerable time before the idea of asking such a question mental 
had occurred to me, and the matter had not been mentioned strated 
to other members of the staff who were engaged in giving don 


courses of lectures, so that there was no question of the 
students being told either more or less about general principles as to | 
than would otherwise have been the case. The six sections of J respirat 


the question were chosen without very special’ thought, but § nitroger 


were meant to give the student an opportunity (1) to show 
what knowledge he possessed about general scientific principles; 
(2) to show how far he could recognize in the subject of physio fy, w 
logy those scientific principles ; (3) to show his ability to use meanin 
words accurately and to define terms which were in current} to have 
scientific use. It was hoped that the easier parts of the ques-{tion of 
tion would be within the capacity of most of the students, large ¢ 
while the more difficult sections—e.g., inductive and deductive} formul: 
reasoning—would try out the best. In this way it would be majorit 
possible for every student to give some demonstration of hisf.s jaw c 
ability. a gener 
Results into fiv 
It was not an easy matter to analyse and present the results.§ — Clas: 
Clearly a numerical assessment is not of very great value, as} — 
no standard exists as to what a medical student should know 
of such things at such a stage. Furthermore, I do not feel ” 
specially competent to make such an assessment, and indeed = 
would be somewhat unwilling to stand a cross-examination on 
the meaning of the terms by a severe critic. The results have 
therefore been analysed by picking out what answers seemed 
to show a reasonable knowledge, a fair knowledge, or no know- 
ledge at all of the subject. In order to demonstrate what was 
considered a reasonable knowledge, etc., samples of each cate- 
gory are given. These are not necessarily the best or worst 
answers, but are meant to be average replies. In most cases 
it is more instructive to give a larger number of examples of 
wrong answers than of right, on account of greater variety 
in the former. The nature of the questions made it convenient 
to vary the classes into which the answers to the different ques- 
tions were divided. The original intention had been to place 


pliysiology. Actually it was found that so few of the answers 
included examples that the analysis was made on the basis of {normal 
the definitions, although it was clear that in many cases the law of » 
candidate had in mind physiological processes. Some brief good or 
comments on the illustrations chosen are given in a later adorn 
section. It is convenient to present separately the analyses 
of the answers to the different parts of the question. 


(a) Hypothesis 
It might have been expected that the meaning of the expres 


The 
relative’ 
the pri 
progress. This, however, was by no means the case. The§variable 
answers were not easy to classify ; and the following division§aging t 
was used. The figures show the number of answers in eacliing of 
class and also the percentage which this forms of the total§The re 
number of answers. : and per 


Class I: Satisfactory explanation .. .. 19 Clas: 
»» II: Probably knows, but does not explain clearly 22 (41 3 
» Ill: Probably does not know 
» IV: Definitely wrong .. 5 
»  V: Did not attempt .. 1 


Class 
| | 
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+ 
Tf the 19 put into the first class only five mentioned the rela- 
tion between a hypothesis and a theory. Examples of the 


classes 

Class 1—‘ When the observed phenomena have been explained 
in the light of known facts without the explanation being proved 
by a series of controlled experiments then the explanation is said to 
be a hypothésis. As soon as a hypothesis has been demonstrated 
to be correct by well-balanced controlled experiments or by logical 
4 ieduction from other observed facts then the hypothesis becomes a 

theory until it is eventually disproved in the light of further experi- 

ments.” —“ A hypothesis is a suggested explanation of known facts. 

It may or may not be possible to test the truth of a hypothesis by 

experiment.” 

Class 11.—‘‘ A hypothesis is a series of statements which are set 
out to form a new law, but which have not yet been proved by 
experimental _evidence.”’—“ This term is applied to any theory put 
forward which cannot be absolutely proved by scientific means 

}available.” 

Class 111—‘ A hypothesis is a statement as to the function of ‘a 
certain thing, the reason for which has been deduced from experi- 
mental or theoretical work, but which has not actually been demon- 
strated by experiment.” 

Class IV.—‘* Hypothesis means ‘ data,’ and may be illustrated as 
follows: Analysis of inspired and expired air shows that the nitrogen 
content of expired air is greater than that of inspired. Reasoning 
as to the cause of the increase in nitrogen content may involve 
respiratory quotient, etc., but the fact remains that by hypothesis the 
nitrogen content in expired air is greater than in inspired.” 
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(b) Law of Nature 


It was evident that very vague ideas were held as to the 
meaning of the expression “law of nature.” No one seemed 
to have a clear conception of a law of nature being a descrip- 
tio of some property of matter which is exemplified by a 
large diversity of things or processes, and which has been 
deductive} formulated as a result of observation and experiment. The 
would bef majority had an idea of inevitability as being the criterion of 
on of hisf.a Jaw of nature rather than the idea of the law of nature being 

a generalization. It was found possible to classify the answers 
into five groups, as follows: , 


e results. Class I: Those who probably had some more or less 
value. as correct idea al 4 (7%) 
’ ~ , II: Those who possibly had some more or less 
uld know idea 14 (26%) 
” H ose who pro. ly not anything approach- 
not feel (207%) 
id indeed » IV: Those who certainly had not a correct idea .. 19 (35%) 
ration on » V: Notattempted .. aie 6 (11%) 
ults havef Class 1.— A law of nature is a general statement of a large 
s seemed § number of phenomena which are controlled by the same factor.”— 
no know-}“A law of nature is a statement concerning a sequence of events 
what was | Which so far has not been shown to vary.” 
ach cate-{ Class I1—‘‘ A law of nature is a correlation between a large 
or worst \aumber of facts.”—‘ A law of nature is a statement (by man of 
‘ost: cased course) of what universally occurs in a certain set of fixed natural 


conditions.” —‘** A law of nature predicts the action which always 
occurs in a given set of circumstances.” 

Class I11.—‘* A law of nature is another name for the principle 
of the conservation of energy.”—‘“ A law of nature is a law by which 
acertain function or action takes place and can be proved to take 
place without exception in the normal state.” 

Class IV.—** A law of nature is an escapable occurrence not under 
the control of the human mind.”—*‘t When a person dies after his 
- basis of fnormal span of life nothing can prevent him doing so. This is a 
cases the}/aw of nature.”—‘ A law of nature is a general axiom that holds 
me brief $804 on priori .grounds.”—“ A law of nature is a phenomenon 
a Mater which cannot be explained.”—‘ A law of nature is one which is 

saat fundamentally true and natural and therefore does not have to be 
y Proved in order to show that it is correct.” 
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(c) Controlled Experiment 


The results of this were more readily analysed, as it was 
le Xpress relatively easy to see whether or not the candidate had grasped 
- scientiie the Principle of studying a system containing a number of 
se. intEvariables by means of suitable controls. It was also encour- 
z division§ aging to find that most of the candidates understood the mean- 
S in eacifing of the term and were able to give appropriate examples. 
the totalf'The results are classified as follows, together with numbers 
and percentages : 
Class I: Those who obviously knew 
» II: Those who did not realize the principle involved 

” Ill: Did not attempt .. 


44 (81%) 


Class I.—* A controlled experiment is an experiment designed to 
discover the effect of a particular factor in a series of events, by 
eliminating this factor in one experiment and performing another 
experiment in all respects exactly similar except that the factor in 
question is not eliminated.” 

Class II.—‘* This is an experiment done under the best possible 
conditions; everything as far as possible is perfect and conditions 
are controlled.’”—‘* A controlled experiment is one in which all the 
factors are controlled—that is, all the factors involved are able to 
be controlled, so that every result may be anticipated from know- 
ledge of the amount of a certain factor which is being used.”— 
‘*A controlled experiment refers to an experiment which is per- 
formed usually on an animal with certain conditions imposed and 
under the control of the investigator.’”-—‘* A controlled experiment is 
an experiment in which normal reactions are obliterated in order to 
show some underlying reaction normally suppressed.”—‘* A con- 
trolled experiment is one in which the patient’s life is not radically 
shortened by the operation performed, and in which therefore obser- 
vations may be made over a considerable period of time.” 


(d) Empirical Method 


The definitions of empirical method were also fairly easy to 
classify, as it was evident that only a very small number had a 
correct idea of the meaning of the term, while the majority 
attached a definitely erroneous meaning to it. Of the latter 
there were two main groups: first, those who thought that an 
empirical method was one in which relative quantities and not 
absolute ones were being measured; and, secondly, those who 
regarded an empirical method as a simplified method or a 
method intended to give only approximate results. The former 
group evidently derived their idea from the term “ empirical 
formula” used in chemistry. Some of those in the second 
group contrasted empirical method with controlled experiment. 
The answers were divided into the following groups: 


Class I: Those who clearly knew .. a a Pe 4 (7%) 
» IL: Those who possibly knew, but did not express 

their ideas very clearly ue eee 10 (19%) 

» Ill: Those who definitely held an incorrect view .. 29 (54%) 

» IV: Did not attempt . 11 (20%) 


Class I.—‘‘ Empirical method, common in clinical practice, refers 


“to a procedure which is: adopted according to certain set rules, 


without a true knowledge of the scientific basis. It is often the 
outcome of years of experience, of trial and error, and final 
success.” 


Class I1—‘‘ An empirical method is a method found out by 
experiment ; it is an experimental method.’—“ A method which can 
be used for all similar occasions and circumstances to convey certain 
information, the reason for which may not be known.”—* 
empirical method is a method which has observable effects which 
are as yet unexplained but are always the same.” 


Class I1I—‘* The empirical method of conducting an experiment 
is to determine the relative proportions of the substance present or 
of the effects observed. It does not give the actual results by weight 
or quantity.”—‘* The empirical method is one employed to give a 
relative assessment of facts without having an absolute method or 
standard.”—*‘ An empirical method is a rough estimate of the results 
of an experiment. Here the experiment is not carried out under 
conditions of great accuracy.”’-—“ This is a calculation or experiment 
performed on the simplest possible basis.”-—‘* An empirical method 
is a method of calculating a result from a few basic facts without 
any effort to prove by experiment.”—‘ An empirical method is a 
basic method. It would set out to establish a basic assumption or 
to prove again a basic proven fact.”—‘‘ An empirical. method is 
designed to show the interrelationships of facts.”—‘* A method, 
experimental or theoretical, which can be applied only with minor 
modifications to a group of subjects.” 


(e) Percentage Error 

This was a very straightforward question, and, as might be 
expected, the majority of the answers showed an appreciation 
of its meaning. Those who were not classified in Class I 
mostly failed because they did not attempt to define what 
exactly the percentage consisted of. They would probably have 
known had they been examined orally. The numbers in the 
classes were as follows: 


Class I: More orless correct answer .. ss 32 (59%) 
» If: Expression not defined clearly, or some 
conception or absurdity expressed .. 19 OB 
» Il: Notattémpted .. 3° (6 


Class 1—“‘ Percentage error is the amount that a particular result 
differs from the average of a number of results expressed as a per- 
centage of that average.” 
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Class 11.—* Percentage error is the limit of inaccuracy of the 
result of an experiment.’’—‘ Percentage error is the error which is 
got in an experiment. The error of every person is different, and 
the personal crror of an experimenter is always worked out.”— 
““The percentage error is the expression of error as a percentage of 
the result. The percentage error should not be allowed to rise above 
the experimental error expressed as a percentage.” 


Inductive and Deductive Reasoning 


‘Admittedly this was a difficult question, and it was not 
expected that many good answers would be obtained. It was 
added rather for the purpose of giving the best students an 


opportunity to show their knowledge, and of testing the 


response of the others when dealing with a matter which was 
rather outside their capacity. The answers corresponded with 
the expectation. No one used the familiar expressions of 
reasoning from the particular to the general in the one case, 
and from the general to the particular in the other. The most 
one could look for was the small number who appreciated 
that there were two types of reasoning, even though they did 
not define these clearly or attach the correct names to them. 
_ The answers were classified with some difficulty into the follow- 
ing groups: 


Class I: Those who described two different types of 
reasoning, even though the labelling of these 


» Ii: Those who defined one or other of the terms 

in anything approaching a correct manner 7 (13%) 
» IIl:’ Those who had no clear idea about the mean- 

ing of the words aw 32 
» IV: Did not attempt .. 10 (19%) 


Class I1.—‘‘ Inductive reasoning is reasoning from knowledge of 
the theory of a certain subject and not from practical experience. 
Knowing the theory of a subject, reasoning may be employed to 
determine the result of a certain experiment before it is actually 
carried out. Deductive reasoning occurs as a result of an experi- 
ment—that is, from the results of an experiment a new theory may 
be deduced.’”’—* The cycle in the scientific process is: experiment— 
deduction—theory—induction—experiment.” 


‘While it is evident that in both cases the terms “ induction ” 
_ and “deduction” have been interchanged, these answers show 
an appreciation of the processes involved. 


Class 11.—*“ Deductive reasoning is logical reasoning predicting 
the result from knowledge already obtained.” ‘ 


_ Class 111, —*‘ Inductive reasoning is reasoning that from a certain 
action another action ought to secure result. Deductive reasoning 
is reasoning that, because a certain phenomenon has been observed, 
a certain action has caused it or controlled it.”—‘t Deductive reason- 
ing is employed when correlating a number of facts in order to 
produce a satisfactory conclusive statement concerning these facts 
and their relation to each other. Inductive reasoning is employed 
when proving a dogmatic statement.”—‘ In inductive reasoning you 
see in a fact another fact. In deductive reasoning you deduce an 
answer from several facts.”—‘* Deductive reasoning is a means of 
arriving at a conclusion from a set of known facts. It does not 
establish anything that could not have been known previously having 
regard to the facts. Inductive reasoning is a method of establishing 
a new fact without previous knowledge of it.”—‘“‘ Inductive reason- 
ing is one built up without facts, whereas deductive reasoning is the 
building up of a theory from certain observed facts.”—‘t Inductive 
.. reasoning consists of soaking up other people’s ideas regardless. If, 
however, one reasons deductively, step by step, checking points, 
references, etc., one wil: have a much better understanding of the 
subject, though it will have cost vou much more energy.” 


Physiological Illustrations af the Terms 


As already stated, it had been intended that this should be 
the most important part of the question, but it turned out that 
this was not in the minds of the candidates. Probably had the 


question been better worded this might have been avoided. . 


It is clearly of little use for the student to know definitions of 
principles unless he can recognize these principles in the detailed 
processes and results of each particular science. A number of 
examples were, however, given, and sometimes were contained 
in the definition. It was instructive to see that where correct 
examples were given these were often obviously taken from 
work in the practical class rather than from textbooks or lec- 
ture notes. Empirical method was illustrated in one case by 
methods of staining blood films. Percentage error and con- 
trolled experiment were mostly illustrated by examples from 
the practical class in biochemistry. From the scanty data 


stand clearly what is a controlled experiment, so that t 


obtained, it would ve tempting to draw the conclusion 

if inadequately supported, that the laboratory rather than ‘ 
lecture theatre is the correct place to learn an appreciation 
scientific method., It would be interesting if further data we 
available on this very important aspect of scientific training, 


Conclusions 


The examples given above speak clearly enough for ther 
selves. It appears that a large number of students haye 
the vaguest ideas on expressions and terms which are in ey, 
day use in scientific work, and indeed which would seem ; 
be at the basis of the scientific method. Equally disturbiy 
was the fact that of those who could define the terms more ¢ 
less correctly, very few were able to produce examples take 
from physiology which would illustrate these. Both these fing 
ings seem to bear out Dr. Walshe’s contention that in the teact 
ing of the student there is too much imparting of facts and toy 
little imparting of general principles, 

In this investigation certain general principles have bee 
selected and students tested for their knowledge of these. 
further question now arises. Is it really important that th 
medical student should be able to deal with matters of thj 
kind? This is not altogether easy to answer. On the on 
hand, it is easy to see, for example, that persons who ap 
going to be responsible for public health work should unde. 


may not be too easily influenced by figures claiming to represe 
the effect of various factors on the health of the communit, 
On the other hand, one knows that there are many indispensabi 
people in all departments of the medical services who coul 
not define what they mean by inductive reasoning. There ar 
also probably many skilled laboratory workers and first-rate 
research workers who would have difficu!ty in defining scientif, 
conceptions of a general nature ; and, indeed, many of tho 
who make the greatest contributions to scientific research mak 
very little use, in their writing and talking, of abstract concep 
tions of the kind which we are discussing at present. Obvious 
there is much need for careful thought as to what are 4h 
educational needs of the scientifically trained section of t 
population. 

But, assuming that some knowledge of abstract scientific 
method is desirable in medical students, how is it to b& 
achieved? There seem to be two possibilities. The first is tha 
the scope of the teaching might be reduced so that less tims 
would have to be spent in acquiring facts, that teachers migh 
be encouraged to interest the student in the more general prin 
ciples of scientific method, and that examination questions migh 
be framed so that time spent by the student in thinking on 
these things would pay dividends even in the short period of 
18 months. This is the method one would like to see tried 
There is, however, also a second possibility. To an already 
overloaded curriculum might be. added a new subject called 
“ Scientific Method,” for which doubtless a suitable “ Aids 
and “Synopsis ” would quickly be forthcoming. The studen] 
would add to his tasks the learning of a new series of term 
and a new jargon, with still less time to think over their rela 
tion to what happened in the laboratory or at the bedsid 


In th’s case the teacher might be excused for having som@. 


misgiving “that the last state of that man would be wo 
than the first.” 


| 


The Scottish Council for Health Education (which was set up i 
July, 1943, by the Secretary of State for Scotland to cover the whol 
field of health education) held its second annual meeting in th 
City Chambers, Edinburgh. Bailie Violet M. C. Roberton, LL.D 
chairman of the Council, presided, and warmly welcomed Dr. Arthi 
Massey, chairman of the Central Council for Health Education. Th 
report of the Executive Committee and the audited accounts fd 
1944 were adopted, and it was noted with satisfaction that 51 of th 
55 major local authorities in Scotland were contributors to f 
Council’s funds. Despite many difficulties the Council’s wo 
steadily advanced in 1944. Nearly 40 leaflets and booklets om 
variety of health subjects had been published and printed in Scotlam 
and it was reported that within the last few months nearly 
quarters of a million of these leaflets, etc., had been ordered by? 
local authorities for free distribution to the public. There 
ample evidence of a widespread interest in health education, 0 
strenuous efforts were being made fo satisfy, foster, and sustaint 
interest. 
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queue where he left it years ago, not at the back.” 
thoroughly agree with the final paragraph,” writes Capt. C.. 
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Correspondence 


Activities of Officer Prisoners of War 


Sir,—It gave me peculiar pleasure to read the very interesting 
by my friend Capt. A. R. Dearlove on his investigations 

into the activities of officer prisoners of. war (March 24, p. 406). 
As an expression of his own activity the paper speaks for itself. 

When about a year ago Dr. John Harkness wrote (April 22, 
1944, p. 568) “ the very large majority of our returned prisoners 
of war will be problems for their lifetime” his letter called 
forth vigorous protests from two medical officers who had been 

isoners of war and one who is still in enemy hands. To 
these protests I should like most_emphatically to add my own. 
But however well founded these protests may be, they are, after 
ail, only opinions. It may be that we, without realizing it, are 
ourselves “ problems”! Capt. Dearlove, therefore, has done a 

service, quite apart from the value of his investigation on 
the problems of the use of leisure, in approaching this question 
more objectively. 

It would have been interesting had his last two questions 
(concerning physical and psychological impairment) been so 
couched as to elicit whether the men thought the impairment 
was permanent, but even without this it is interesting that not 
much more than a third of them consider themselves to be 
impaired, physically or psychologically. Some psychologists 
would maintain, I fancy, that this approximates to the number 
in the general population of those liable to neurotic reactions 
in unfavourable circumstances. The grouping by length of 
captivity yields intriguing results in that the 2-year group had 
much the highest ‘“ psychological impairment ”"—55% as com- 
pared with 38% in the 4-year group and 41% in the 3-year 
group. This might be taken to indicate that the impairment tends 
not to be permanent and that many men achieve adjustment 
even under the continuance of the adverse circumstances: It is 
unlikely, I think, though possible, that there is a higher incidence 
of neurosis among the North Americans (who form the bulk 
of the 2-year group) than among the presumably predominantly 
Anglo-Saxon British and Australasians. Complex factors are, 
of course, operative, and no single or simple explanation is. 
likely to be sound. 

There can, I think, be little doubt that Capt. Dearlove’s 
general conclusion is sound, that the “‘P.O.W. neurosis’ is 
similar to the commoner ‘war neurosis,’ which, according to 
Gillespie, arises at a superficial level and will presumably 
disappear when the conditions causing it are removed.” This 
last point needs a little extension by those of us who have seen 
a good deal of the already repatriated P.O.W.s. Major P. H. 
Newman put the matter succinctly in his letter (Feb. 3, p. 163), 
which concluded thus: “The repatriate wishes to rejoin the 
“ I 


Donald (Feb. 17, p. 235), referring to Major Newman’s letter. 
“The ‘ square deal,’ or lack of it, is, of course, the excuse given 
for all discontent throughout the country, and unfortunately 
many ex-P.O:W.s harbour a legitimate grouse.” A legitimate 
grouse is not a neurosis! Werbum sapienti—I am, etc., , 


Aberdeen. = E. R. C. WALKER. 


Relief of Oesophageal Obstruction 


Sin—In the interesting leader on the relief of oesophageal 
obstruction (March 17, p. 373) I rather gathered that the writer 


is # little half-hearted about the method of self-dilatation by - 


bougies which he mentions in reference to one of my own 
cases (Brit. J. Surg., 1943, 30, 344). 

Your readers may be interested to know that the patient to 
whom the leader particularly refers is now completely well 


4nd tells me that he has not the slightest difficulty in swallow- 


ing. Recently he had luncheon with a party of visiting surgeons 
at the Postgraduate School and ate, without the least difficulty, 
the same lunch and at the same rate as the other guests. He 
informed me that he had not used a bougie since November, 
1943, and that was only done at my especial request. It is now 
five years and two'months since treatment by bougies was first 


Started at a. time when he had not swallowed by the normal 
channel for nineteen years, 

There are many other examples, and in my second Haliburton 
Hume Memorial Lecture published recently (Newcastle med. J., 
1945, 22, January) I have referred to some of the late results. 

The first case in which I ever employed this method was a patient 
whom I saw suffering from what looked like acute mediastinitis 
following on dilatation through the oesophagoscope. Thereafter 
treatment was rather long and trying, but he came to see me in 
August, 1944, ten years after beginning the bougie treatment, and 
was able to state that he could swallow any kind of food without 


‘difficulty. Occasionally, about every three months, he still passes 


a bougie with ease. 

Another case of particular interest was that of a female patient 
who was admitted under my care in August of 1935 with what 
proved to be an obliteration of the oesophagus following the 
swallowing of a quantity of hair lotion. For six months she had 
been nourished through a gastrostomy, and during that time had not 
even been able to swallow her own saliva. A way through the 
obstruction was established by the retrograde method, and thereafter 
treatment by bougies, which the patient herself passed, was con- 
tinued. At the time of writing, seven years and four months after 
leaving my care, the patient reported herself as perfectly well and 
without difficulty in swallowing of any sort. She was then married 
and doing full-time war work. 

A man who came to us in desperation, and who despaired. of 
relief: by any means other than some dramatic operative interven- 
tion, was treated by bougies, and in October of 1942, six years after 
the commencement of that treatment, he was very well and actively 
employed as a works manager, though he did require to use a bougie 
from time to time. 


I have employed the direct attack through an open thoraco- 
tomy and should not hesitate to do so if all else failed, but 
my experience with the use of bougies and the necessary 
correlated measures has taught me that only in very few cases 
is the direct method likely to be required.—I am, etc., 


G. Grey TURNER. 
British Postgraduate Medical School, London, W.12. 


Infant Deaths 


Sir,—The reference to infant mortality in Dr. W. J. Martin's 
article (March 17, p. 363) and also the reference to infant 
mortality in New York City in your leading article (March 10, 
p. 337) move me to make certain comments and suggestions. 

It is stated that practically the whole of the increase in the 
infant deaths in New York “occurred during the first month 
of life and mainly between the ages of 10 days and one month, 
the causes responsible being diarrhoea and congenital malforma- 
tions.” Dr. Martin comments in his analysis: “A matter for 
concern is the steady rise in deaths due to injury at birth... . 
A similar trend has been shown by the U.S.A., where the 
mortality from injury at birth rose from 3.9 in 1920 to a peak 
of 5.3 in 1930 and then declined slightly to 4.8 in 1939. It 
seems rather ironical that, despite the efforts to reduce mortality, 
the death rate from violence should increase.” Dr. Martin 
groups together deaths due to’ congenital malformations ; 
congenital debility ; premature birth ; injury at birth. 

I suggest that a post-mortem examination be carried out as a 
routine measure in every institutional death under 4 weeks and 
wherever possible in private practice also. Much surprising 
information might be gleaned in this way which would be of 
real value. To illustrate this point a few recent cases in my 
own practice might be quoted. 

(1) A baby delivered with forceps after a long second stage died 
on the 10th day. There was ample breast milk and the child seemed 
to be doing ‘satisfactorily for nearly a week. Death was thought to 
be due to cerebral haemorrhage. P.M. showed atelectasis. (2) A 
premature twin flourished for a few days, then vomited all feeds 
and gradually lost weight. Examination by a paediatrician on the 
11th day detected no sign of respiratory or intestinal infection. 
Special food and methods of feeding were prescribed, but the child 


_died on the 15th day. P.M. revealed an incomplete rupture of the 


tentorium with some venous oozing and congested areas of the lungs 
from’ which staphylococci were demonstrated. (3) Two babies 
delivered the same day by Caesarean section faded out without any” 
cough or obvious signs of respiratory infection within a few hours 
of each other when 10 days old. Both were found on P.M. to have 
advanced pneumonia with pneumococci demonstrated in every smear. 
(4) One woman had two babies each with a very easy and rapid 
“second stage.” The first died onthe 3rd or 4th day. The second 
died on the 10th day. A P.M. on.-this child showed an extensive 
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cerebral haemorrhage, though the birth was easy and the perineum 
appeared to offer no resistance or pressure to the head. 


I think it possible that many others will make equally 
inaccurate diagnoses, and a P.M. would be valuable for accurate 
statistical purposes, if for no other reason. Healthy mothers 
under regular ante-natal supervision receiving priority eggs, milk, 
and vitamins ought to be able to produce healthy viable babies 
and a plentiful supply of good milk. Are -statistics available 
showing the proportion of breast-fed and artificially fed infants 
in this tragic death roll? I have the impression—though I have 
not attempted to check the numbers—that a large proportion of 
mothers regularly attend the clinics to have their babies weighed 
and to collect “ dried milk” and vitamins. One wonders if any 
real attempt is made to encourage natural feeding. I have 


been asked by a very intelligent young lady early in the third 


month of her first pregnancy what artificial food was best for 
her baby! ‘ 

There appears to be a widespread habit of firmly pinioning 
young babies with the intention, I am told, of preventing them 
sucking their thumbs, scratching their faces, or damaging their 
eyes. In my opinion this custom has probably killed many 
‘thousands of babies during the past few years. A muscular 
young nurse rolls the child in a firm shawl or woollen blanket 
with the arms extended over the abdomen. A final twitch 
tightens the blanket and compresses the chest. The corner of 
the blanket is then securely tucked in and the helpless infant, 
as immobile as a mummy, is placed in its cot usually on the 
right side. If the binder is applied as firmly as the constricting 
shawl, abdominal breathing is almost impossible and thoracic 
breathing must be very shallow and extremely exhausting. If 
doctors in charge of maternity units will make an unexpected 
examination of all “ binders” and test the lack of freedom of 
the infants’ arms and the amount of pressure on the chests, 
some useful information may be gathered, and if this cruel and 
pernicious custom can be stopped I am sure many lives can be 
saved annually. If a necropsy is performed on all babies thought 
to have died as a result of congenital debility, premature birth, 
or injury at birth I think it probable that many will be found to 
have right-sided hypostatic pneumonia, or atelectasis. Possibly 
tight abdominal binders may contribute to excessive posseting, 
vomiting, and other difficulties in feeding. 

Twenty to twenty-five years ago (my personal experience does 
not go further back) one would receive a handywoman’s call to 
a dirty house devoid of all sanitary conveniences or conveniences 
of any kind, to deliver a woman of a large baby. After a 
struggle a bruised and shocked baby would be delivered, and 
with very little attention it usually survived and thrived. Now- 
adays after conscientious ante-natal care an easy forceps 
delivery takes place under ideal surroundings, the baby showing 
no signs of trauma yet for no obvious reason it wilts and dies. 
Killed by kindness? 

Since writing the above I have discovered the following in 


Ashby’s Health in the Nursury, published in 1899: 


“The binder should be of soft flannel and must not be applied 
tightly ; its object is to keep the dressing on the navel in place, and 
not to bind the baby up; it will certainly do harm if it is tight 
enough to compress the chest or stomach.” And again: ‘‘ Customs, 
however foolish, die hard, and there still seems to be a legion of 
nurses who implicitly believe in the necessity of bandaging up the 
body of an infant like a mummy, and securing the roll of flannel 
after being pulled tight, with a row of stitches. It is surely not 
nevessary to say that such bandaging is harmful, for any compres- 
sion of the abdomen and chest prevents the proper expansion of the 
lungs, interferes with the circulation, and increases the risk of ‘ rup- 
ture.” We must bear in mind that the size of the abdomen alters in 
circumference from time to time during the process of digestion.” 


To summarize. I do not claim to have “ proved” anything, — 


‘but I have recorded certain observations in the hope that it 
may lead to widespread investigation in the nursing of infants 


and help to check the wastage of child life. I suggest that a 


necropsy should be a routine measure to verify the cause of 
every neonatal death. That an investigation be immediately 
carried out in every maternity unit and on the“ district ” into the 
matter of tight “ binders ” and “ pinioning.” The arms cannot be 
secured within a shawl without some constriction of the thorax 
and embarrassment of respiration. It might also be noted 
whether or not it is customary for the babies to be left more 


frequently and for longer periods on their right sides than on 


the left. It is my belief that thousands of babies are bei 
killed by these methods of nursing and their deaths credi ' 
to congenital debility, premature birth, and injury at birth 
this can be demonstrated and prevented I anticipate a very gy 
improvement in the following years’ record of neonatal deat 
—I am, ete., 


Huddersfield. S. H. Wappy, 


Newer Concepts of Breast-feeding 


Sir,—Dr. M. Witkin’s “ newer concepts” (March 31, p, 444) 
appear to me to be wrong, first, because they are based on 
misconception, and, secondly, because they make breast-feedin 
unduly complicated and difficult. I find it hard to believe thai 
if a duct is blocked in the nipple a little massage, as described 
will unblock it if the suction of the baby will not. The 
vis a tergo, surely, is infinitely less than the vis a fronte, }f 
attempts are made to pull*a happily sucking infant off 
nipple, one realizes the suction pressure is very great indeed. 

Breast-feeding is largely an emotional business, and anything 
that makes the mother think it is difficult is to be deplored 
If a mother wishes to feed her child—and in my experieng 
most of them do—nothing can stop her doing so except folk 
and it really is extraordinary how folk try: the sick visitor 


(the chief offender), the mother, the mother-in-law, neighbours 
friends, the nurse, the doctor, and the husband, in that order§ 


are the chief enemies. The sick visitor comes along, weighs th 
baby, says it has lost weight, and the seed of doubt is sown 
At the next visit complementary or supplementary feeding j 
suggested. At the third visit some corporation food and ; 
bottle are introduced, and, finally, the first. artificial feed j 
administered. 

On a housing estate there were eleven mothers feeding their 
babies artificially, and one (mine) on the breast. The sick 
visitor tried to introduce the bottle to my mother, but I won, 
If a mother wishes to feed her child, and she is told that it is 
easy and is encouraged, and she is warned carefully against 
listening to folk, and if necessary is protected from them, then 
nothing can stop her feeding it, in my experience. 

Finally, Dr. Witkin’s success with breast-feeding is probably 
due to his enthusiastic advocacy and not due to his newer 
concepts. I find I get excellent results with a completely differ- 
ent technique—namely, leaving it to the mother to feed the baby 
in the manner she finds easiest and best for both herself and 
child, and doing my utmost to protect her from folk.—I am, etc., 

Rotherham. Eric 


Smr,—Having read another helpful article on breast-feeding 
(March 31, p. 441), I wonder if I may comment on my own 
experience of happy and successful breast-feeding? 

We have three small boys, and I have reared them without 
benefit of bottles (I just keep one for a mascot). Even when 
drinks of water were indicated these were given from a spoon, 
and the boys were weaned to the spoon by the time they were 


7 to 9 months old. I agree whole-heartedly with the statement 
‘that the mother “should be alone in her room and not dis- 


turbed, in order to give undivided attention to her babe.” | 
associate unsuccessful feeds with: (1) argument or even con- 
versation with grown-ups present at a feed ; (2) anxiety about 
fulfilling appointments or domestic duties between feeds or 
immediately after them ; and (3) keeping an eye on the other 
children. I have been lucky to have had enough domestic help 
to reduce these difficulties to a minimum. Of course I know 
of women who are not interested in feeding their babies them- 
selves, but for others I suggest that success or failure with 
breast-feeding at home depends on the presence or absence of 

domestic help.—I am, etc., 
Belfast. IsaBeL WILDE. 
Flour in the Loaf 


Sm,—Mr. H. C. H. Graves, chairman and managing director 
of Vitamins Ltd., disputes (March 31, p. 460) the accuracy of 


certain statements made by Lord Portsmouth in the debate inf 


the House of Lords on Feb. 28. I submit the following evidence 


in support of Lord Portsmouth. : 
The constituents of the wheat grain which are in question ait 


those derived from the wheat germ. Their only source is home: 
grown wheat. The germ has been removed from 
wheat in the country of its origin. 
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At the outbreak of war flour prepared from home-grown 
wheat constituted only 13% of our home consumption (vide 
leaflet issued by Ministry of Food, May, 1941). The supply of 
wheat germ, therefore, must have been and remains extremely 
limited. Sir Edward Mellanby (British Medical Bulletin, Nos. 
10 to 11, 1944) writes: “ The bread eaten before the war was 
made of a low-extraction flour, 70 to 73% of the berry, and 
consisted entirely of the endosperm, while the bran, aleurone 
layer, scutellum, and embryo were extracted by the millers ” 
and sold for purposes other than human food. Mr. Thomas 
Fairbrother, an accredited champion of the millers, in the 
Medical Press and Circular, May 13, 1942, declared that “ it 
was the general pre-war custom of the trade to separate the 
germ from the middlings, which were to be fed to cattle. The 
germ was separated by rolling it into flat flakes and sieving out. 
This was then sold to such firms as Vitamins Limited and 
Glaxo Limited.” (The italics are mine.) In a previous letter 
(Medical Press and Circular, April 29, 1942) Mr. Fairbrother 
had written: “The extracted germ has been used chiefly as a 
constituent of infant foods and as part of the diet of invalids. 
Surely this valuable foodstuff is put to better advantage by 
building up bonny babies, the man-power of the future, and 
restoring convalescents to health and strength again than by 
feeding it indiscriminately to healthy adult people who have 


‘no such need for it.” A Parliamentary answer to me on Sept. 


8, 1942, stated that 99% of the germ thus derived from wheat 
is allocated to certain favoured makers of patent medicines 
and foods, some half-dozen in number.’ 

The present Minister of Food (Hansard, Nov. 11, 1944) has 
declared his intention of “ gradually ” introducing whiter bread, 
and has explained that he has already in pursuit of this pur- 
pose authorized a reduction of home-grown wheat supplied 
for national bread to 40% instead of 60% previously required. 
The Statutory Order (March 11, 1942) had exacted this speci- 
fication: ‘“‘‘ National wheatmeal’ means, in relation to flour 
produced after the 22nd day of March, 1942, flour of 85% 
extraction, produced in the United Kingdom [my italics], so as 
to contain the maximum quantity of wheat germ which, having 
regard to the type of milling plant, can be included in such 
flour but so as not to include any coarse bran.” This speci- 
fication was supposed to be operative until reduction of 
extraction to 824% was made on Oct. 31, 1944. A further 
reduction to 80% was made on Jan. 1, 1945. 

I submit that the Ministry of Food, which has earned 
deserved praise for many of its achievements, has unaccount- 
ably fallen down in the matter of the national bread. The 
present subsidy assigned to bread (Hansard, March 29, 1945) 
is £35 million p.a. That subsidy has remained fairly constant 
in amount throughout the war. It is astonishing and lamentable 
that our people, paying this enormous exaction, should have 
been fobbed off until March, 1942, with a national bread which 
consisted almost wholly of starch. Reversal of that policy in 
March, 1942, was, I suggest, brought about by action taken in 


‘the House of Commons. In December, 1941, I tabled a motion 


in the following terms: . e ' 

“Wheatmeal Bread.—That a Select Committee be appointed to 
inquire what are the considerations which obstruct the exclusive 
provision as a war measure of a national wheatmeal loaf of the 
highest practicable extraction, and whether the objections to its 
adoption are such as to outweigh the practically unanimous recom- 
mendations of medical and scientific experts and the value of the 
tonnage which could: be saved by the use of all imported wheat 
oe human consumption, and to report with the least possible 

This was supported by over 80 members, including two 
Fellows of the Royal Society and 9 of the 12 medical M.P.s. 
In the debate on food (March 3, 1942) I closed my speech ‘vith 
the following statement based upon the motion then upon the 
Order Paper: “‘Some time or other an impartial inquiry will 
have to be conducted into why they [the millers] obstruct what 
every expert who has approached the matter advises—namely, 
the prohibition of the white loaf and the provision of g proper 
wheatmeal loaf.’ (The italics are mine.) A week later the 
Minister of Food in the House of Lords announced the 
Government’s decision to prohibit the milling of white flour 
(except under very restricted conditions), and to provide a 
national war loaf made from wheatmeal flour of 85% extraction. 
It is that loaf which, in the opinion of all the speakers in the 


House of Lords, has been responsible for the marked improve- 
ment in the public health since its enforcement. Reversion to 
the pre-war white loaf, from which, to secure its whiteness, the 
germ must be removed, is a thoroughly retrograde step, the 
reasons for which require explanation.—I am, etc., 


Epsom. E. GRAHAM-LITTLE. 
Sir,—As you gave Mt. Graves the extraordinary privilege of 
printing his letter (March 31, p. 460) it would be well to point 
out that it is the custom in scientific papers, and in our Journal 
in particular, to publish not only the truth but the whole truth. 
He says: “ The raw material from which Bemax is prepared is 
extracted solely from flour destined for manufacturing pur- 
poses.” What is the denatured flour made into, and who con- 
sumes it?—I am, etc., 
Norwich. FREWEN Moor. 


The Loaf and Politics 


Sik,—It is alleged that 85% extraction flour is a better article 
of diet than the white loaf for which many of us still yearn. 
That the use of such flour has saved shipping space during the 
war and that the bread made from it has supplied deficiencies 
in our rations are indisputable. But are we to believe that the 
small amount of vitamin B and other substances present in such 
flour would really be important to our nutrition in days when a 
full mixed diet was available? Or is the contention that white 
flour is, in fact, a deleterious comestible? If these are the views 
of the advocates of national flour, we, to whom white loaves 
were a pleasure, should like an explanation of our sound nutri- 
tional state in the days when we ate what we liked, and, of 
course, of that of the French, who possessed so many more 
varieties of white loaves than our- bakers troubled to make. 

It is difficult to avoid the conclusion that advocacy of national 
flour is a political stunt, which, as Prof. J. A. Ryle tells us 
(March 31, p. 456), “ requires State controls and opposes certain 
interests, and puts the people’s health above individual free 
choice.” Now, Sir, advocacy does not require State controls, 
although advocates may desire them. The function of an 
advocate in a democratic community is to do all that lies in his 
power to convince a sufficient number of persons of the correct- 
ness and value of his views, which can then be given the force 
of law, supported by popular opinion. But a self-styled advo- 
cate who would force his views on his fellow-men is no better 
than a Gauleiter, if not, indeed, a Fiihrer. 

It is interesting to conjecture why white flour should be 
singled out for attack when alcoholic drinks and tobacco 
(which, as everyone knows and admits, can do harm) are 
immune from professorial censure. Is it supposed that levers 
of white bread are less pugnacious than beer barons and 
tobacco magnates? If I may reply~for all those who enjoy 
these three pleasures, I would say that we have not yet been 
so cowed by the experts that we will pusillanimously do as we 
are told. Unless we are convinced that the game of eating 
white bread isn’t worth the candle, the tyranny of forbidding it 
will lead to the opening of a black market in white bread— 
I am, etc., 


London, W.1. A. PINEyY. 


*," Before the war it is doubtful whether more than half the 
population of this country were getting the “full mixed diet” 
to which Dr. Piney refers. Bread is the staple food of the 
poorer classes, and on nutritional grounds it would seem hard 
to defend a policy which impoverishes such a food. It will be 
easier to defend when everyone in this country is in fact able 
to buy a “ full mixed diet.”-—Ep., B.M.J. 


Ovariotomy or Caesarean Section ? 


Sir,—In his letter (March 17, p. 383) Mr. Eardley Holland 
advocates the removal of the ovarian cyst followed by vaginal 
delivery in the case of a patient already in labour. He states that 
“if the cervix is not fully dilated labour must be allowed to 
continue until it is and then the child delivered. The presence 
of a recent abdominal wound does not interfere with natural 
labour ; pain is relieved by morphia.” On page 311 of the 
8th edition of Eden and Holland it is stated that “the foetal 
respiratory centre is extremely sensitive to the action of morphia 
and it should on no account be given if delivery is expected to 
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occur within the space of 3 hours because of the risk of foetal 
apnoea ; many foetuses have failed to survive birth because this 
important rule has not been observed.” Hence it appears that 
~ the unfortunate woman is left with a 14-inch abdominal wound 
plus the pains of labour for the last 3 hours of the first stage. 
The fact that continuous caudal anaesthesia has been so exten- 
sively used as an analgesic shows that morphine in ordinary 
doses is unsatisfactory to overcome the pains of the first-stage 
_ contractions even without the added pain of a large abdominal 
incision. 

The 7th edition of Midwifery by Ten Teachers states that 
in a case seen early in the first stage it may not be advisable to 
wait, “in which case the operation must be proceeded with at 
once and the delivery of the child effected by Caesarean section. 
An alternative is to suture the abdominal wound and allow 
labour to proceed naturally. Of the two procedures the first 
‘is the more merciful and has the further advantage of not 
submitting the abdominal wound to strain.” 

It may be noted that Mr. Holland calls on the support of 
the dictum of the late Dr. Herbert Spencer, who never did a 


lower-segment Caesarean section in his life and whose views are ~ 


not necessarily applicable in 1945. The question arises whether 
Prof. S. J. Cameron, Mr. Holland, or Mr.-Stanley Way remain 
with their patients after ovariotomy and wait to.deal with their 
pain personally, or whether they leave a house-surgeon to cope 
with the vaginal delivery of a patient who has a large 
laparotomy wound to strain on as well as the pains of labour. 
Perhaps one is also permitted to wonder if any one of them 
has ever had a large incision in his own abdomen, although 
it is too much to hope that they also. had the added pains of 
labour which they urge should be suffered by women. Prof. 
Stander, on page 986 of his 8th edition of Williams’ Obstetrics, 
concludes: “We are of the opinion that the double operation 
is preferable, believing that a woman should not be subjected 
to the strain of labour immediately following an abdominal 
operation.” 

If an operation is performed before the cervix is fully 
dilated an incision from the pubes to the umbilicus, a lower- 
segment Caesarean section, and then the removal of the cyst is 
the treatment which most women would choose who know the 
facts. This treatment would make them inclined to cater for 
further pregnancies.—I am, etc., 


London, W.1. CLIFFORD WHITE. 


Sir,—The letters on this subject, as well as those on placenta 
praevia, show that opinions still differ as to the most suitable 
methods of surgical treatment. From past experience I cannot 
regard the presence of Caesarean scars as lightly as Mr. C. Mcl. 
Marshall (March 24, p. 421) or my friend Victor Bonney 


(March 31, p. 459), for it has been my lot to operate on several. 


cases of rupture through the scar. The possibility of this com- 
plication has been in my mind ever since I saw a young mother 
lying dead on the slab of the admission room through rupture 
of the uterine wound. From my experience of this complication 
I consider that the prognosis is influenced greatly by two cir- 
cumstances. It is less serious if the contents of the uterus are 


extruded completely into the peritoneal cavity, as the uterus. 


can then retract effectively. On the other hand, if there be only 
partial escape of the child through the rent while there is 


incomplete separation of the placenta, death may ensue rapidly © 


from haemorrhage and shock. The bleeding is not so copious 
if the’ uterine wound is avascular with the placenta situated at 
some distance from it. Danger may follow from quite a small 


rent, for, in one case I operated on, the child was stillborn. 


while the patient nearly lost her life from the formation of a 
tear which was not much longer than one inch ; the placenta lay 
immediately beneath the scar. 

Mr. Marshall wisely emphasizes the great importance of a 
suitable anaesthetic in cases of placenta praevia where the 
patient’s condition is critical. With advantage the choice may 
be limited to three: intravenous pentothal, local analgesia, 
and cyclopropane. The only objection which might be lodged 
against local analgesia in desperate cases where bleeding is 
continuing is that it adds slightly to the length of time of the 
operation. 

Mr. Marshall and I are in complete agreement as to the 
management of placenta praevia, with the exception that he 


invariably prefers the lower-segment operation. Although his 2 
experience of this method of treatment in these cases is grat. im 
fying, I believe that, for those who only occas‘onally Perform § tio 


‘Caesarean section, the classical operation is the one which & al! 


should be chosen. On the occasions when I performed it for § Wi 


placenta praevia, I always felt that I was entering a dangeroys § the 
territory owing to the increased vascularity in this area of the # pre 
uterus. So'1 abandoned it when my former colleague, Dr # “8 


J. Hewitt, whose surgical skill and judgment I admire, informed § by 


me that he no longer performed the lower-segment operation } MC 
in cases of placenta, as he was convinced that with exsan- § pre 
guinated patients the chance of recovery was lessened in those § 5P4 
instances where profuse bleeding occurred during difficult § Th 
removal of the placenta. Mr. Carnac Rivett has also written to § will 
me stating that he invariably chooses the upper-segment Opera- § ‘ela 
tion in dealing with this abnormality of pregnancy ; at the same g and 


time he always uses pentothal, administered by the drip method, T 


as an anaesthetic.—I am, etc., exte 
County Maternity Hospital, Bellshill. S. J. CaMERon. met 
recu 

Repair of the Oblique Hernia = 

Sir,—Mr. James F. Riley’s letter on this topic (March 17,8 oby 


p. 386) and his reference to “ the use of strips cf hernial sac as A 


fascial sutures ” prompt me to record that this procedure is also § the 
applicable in other kinds of external hernia. In many large} talo- 
ventral hernias—umbilical and incisional—strips of adequate§ pot: 
length and strength can‘be cut from the sac and used to com- inge’ 
plete the necessary repair. In femoral and direct inguinal§ The 
varieties the sac does not provide sufficient material, but the the ; 
same method of repair can be used if one takes strips cut from§ one 
the sac of an inguinal hernia previously removed from another } and 
patient. As Riley writes: “The length and strength of the§  ligar 
material which can be obtained from such a source are quite} Kir 


remarkable.” Recently I operated on a man with a very large 
scrotal hernia. After his hernia had been repaired by the Sir 


method described there was enough excellent material left over— abov 
for the repair of at least half a dozen other cases. In this— advo 
particular case 1/2-.nch-wice strips of the sac had a breaking§ of th 
strain of fifteen pounds. In thick sacs 1/4-inch-wide strips§ ligan 
are generally used ; where the sac is thin wider strips are cut.§ of in 
Any with a breaking strain of less than five pounds are dis-} ankle 
carded. By arranging an operating session devoted to hernias§ a ger 
requiring the “ hammer ” method of repair, and by heading the} see t 
list with two large oblique hernias, it is possible to obtain reduc 
enough suitable strips for the repair of, say, five or six cases.§ fortu 
No claim is made that this method of utilizing the sac gives§ swell: 
better results than other repair procedures. Satisfactory results gentl 
depend not so much on the particular method adopted, but} mont 
rather on the manner in which it is applied. At the same time} but a 
my method has certain advantages over fascia lata strips: it is} ankle 
economical in time and material, and avoids the infliction of a I f 
thigh wound which may provide patients with grounds for§ the v 
complaints—real or imaginary. Mair (Brit. J. Surg., 1945,.32,§- woulc 
381) states that in his experjence pain, which may be quite with | 
intractable, occurs in 25% of subjects. Star 
In an enumeration of the “ disadvantages of fascia” Mair 
writes: “ The needle used for the Gallie method is large, andj - 
apt to traumatize the inguinal ligament. There is also a ris 
of penetrating the femoral vein. This complication has been Sir, 
frequently mentioned in the literature . . . and in one exampleg Proble 
which came to my notice death resulted on the operating table.f 0M 
Can such a disaster be fairly described as a “ complication” of pathos 
the Gallie method? Most competent surgeons would bq Produ 
inclined to use a stronger and more appropriate term.—I am pt 
etc. 
fallow 
Dundee. F. R. Brown. neopla 
The 
Recurrent Dislocation of the Ankle resultis 
Sir,—I was interested in Mr. E. Hambly’s note on recurreng on the 
dislocation of the ankle (March 24, p. 413). The conditiom a8 the 
described is one more accurately referred to by Elmslie (Anmg degene 
Surg., 1934, 100, 364) as a recurrent subluxation of the ankleg of the 
joint. Undoubtedly the initial injury is of some severity, Dj Stanul 
the history of the original severe sprain is not so frequemi} femini; 
elicited. While in a number of cases, particularly those Wi The 
superimposed recent sprains, the clinical impression of increa# _ 
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- 
inversion is not apparent, few would agree with the generaliza- 
tion that “ further examination of the ankle does not elicit 
any more inversion than is found in a normally sprained ankle 
without a ruptured external ligament.” If the case falls within 
the second category described—namely, that in which the 
presenting symptom is a “feeling of weakness” or a recurrent 
“giving way attempted inversion will rarely be accompanied 
by any peroneal spasm, and will not require local analgesia, 
More often, however, as Mr. Hambly points out, the patient 
presents himself as the result of a recent sprain, and peroneal 
spasm is usually related to the degree of pain experienced. 
The intravenous injection of 0.5 g. of pentothal sodium, given 
with the patient on the x-ray table, secures rapid and adequate 
relaxation, and allows the ankles to be compared both clinically 
and radiologically under similar conditions. 

That the only treatment for an ankle with a rupture of the 
external lateral ligament is operation is indeed a bold state- 
ment, but I feel that Mr. Hambly refers to the old case with 
recurrent symptoms ; even so, the treatment should always be 
guided by a proper assessment of the symptoms, and the simple 
measure of raising the outer border of the heel will often 
obviate any operative procedure, ’ 

Any operation devised to prevent a recurrent subluxation of 
the talus must provide for a reconstruction of the anterior 
talo-fibular ligament, and such a reconstructed ligament must 
not vary in length. The operation described is both simple and 
ingenious, but fails to fulfil either of the criteria mentioned. 
The calcaneo-fibular ligament is admirably reconstructed, but 
the anterior portion of the split peroneus longus tendon has but 
one fixed attachment—namely, that at its fibular extremity— 
and bears no functional resemblance to the anterior talo-fibular 
ligament.—I am, etc., 


Kirkham, Lancs. J. ROWLAND HuGues, M.B., Cu.B. 


Sir,—I feel that Mr. E. Hambly’s memorandum under the 
above heading (March 24, p. 413) should not pass unchallenged, 
advocating as it does a needless operation. By “ dislocation 
of the ankle ” he appears to mean rupture of the external lateral 
ligament—hardly the same thing! Apart from a wide experience 
of injuries in others, I have personally sustained a sprain of the 
ankle with an audible rupture of the external ligament, and also 
a genuine dislocation. The foot was so inverted that I could 
see the sole as I lay on the ground, and the deformity was 
reduced by replacing the astragalus in its socket. There was, 
fortunately, no fracture. There was, of course, much pain and 
swelling, but after a week’s rest and some massage I started 
gentle walking in about a week, and was playing tennis a 
month later. Such exercise naturally was followed by swelling, 
but as it subsided during the night no harm was done and my 
ankles are as good as ever they were. 

I feel that if modern young orthopaedic surgeons realized 
the value of early and persistent active movement, operations 


- would be avoided, and patients discharged much earlier and 


with better results than are often seen to-day.—I am, etc., 
Bearsden. C. M. Finny. 


Problems of Cortical Hyperadrenalism 


Sin—Dr. F. Parkes Weber’s letter (March 17, p. 384) on 
problems of cortical hyperadrenalism is of great interest also 
from the point of view of the study of the aetiology and 
pathogenesis of malignant tumours. The group of hormone- 
producing tumours (ovary, testis, chorion epithelioma, pituitary, 
parathyroid, etc.) have aroused much interest in recent years, 
not only because of their peculiarities but also because they 
allow a closer scrutiny of the interwoven endocrine function and 
neoplastic proliferation. 

The variations of- the primary or secondary sex characters 
resulting from the impact of the endocrine environmental factors 


- on the genetic sex-determining factors can perhaps be considered 


as the half-way house on the road leading to neoplastic 
degeneration. An example is the so-called masculinizing tumours 
of the ovary, which may be either the arrhenoblastoma or the 
granulosa-cell carcinoma. The latter is more frequently a 
feminizing tumour. 

The explanations given by Dr. Parkes Weber are, to say the 
least, very thought-stimulating. Although several different 
Ormones have been isolated from the adrenal gland, the con- 


ception of a distinct androgenic zone in the adrenal cortex, 
liable to undergo hyperplasia or to function at a lesser rate 
than normal, is not easily acceptable. Halban’s views (1925)' 
that the cortical hormone is not a specific male activator but 
may exercise an influence on either gonad are worth recalling. 
According to Halban, when a female shows masculinizing 
effects she does so because at birth she was a potential herm- 
aphrodite, and the effect is caused by the stimulation of male 
gonddal rests in the ovary. That holds to-day, notwithstanding 
the facts brought to light as regards the sex-determining factors 
in the chromosomal pattern. It must also be borne in mind 
-that in the arrhenoblastoma the tumour may be the effect rather 
than the cause of the increase of the androgenic hormone in 
circulation. Moreover both masculinizing effects and increase 
of androgens are not the rule with these tumours. 

The question whether “the mild forms of feminism pro- 
ducing cortical hyperadrenalism in females, probably without 
any actual cortical endocrine tumour, could account for some 
cases of excessive development of the uterus with early and 
excessive menstruat.on and myomata and possibly exaggerat.on 
of breast development and secondary sex characters” can be 
answered.in the positive in a hypothetical way. The importance, 
however, lies in the problem whether these symptoms and signs 
are not analogues of pre-malignant conditions in other spheres 
of oncology. 

‘As regafds the active thymic tumour or delayed involution of 
a large thymus, giving rise to either macrogenitosomia or 
gynaecomastia with hypogenitalism (referred to by Dr. Parkes 
Weber) due to a virilism-producing thymic hormone in the 
former case and a feminizing thymic hormone in the latter, it 
must be emphasized that although a degree of antagonistic 
relationship between thymus and gonads exists, it seems not to 
be of simple reciprocal nature. The influence of the thymus on 
the development of young animals and osteogenesis and normal 
joint formation was known long ago. That in spayed rats the 
thymus does not undergo involution, or that testosterone pro- 
pionate injections affect profoundly the thymus, does not mean 
that this gland affects the gonads in the reverse directly. Heavy 
doses of x rays delivered to the thymus of newborn rats result- 
ing in the destruction of this organ (Jolles, 1941)’ do not produce 
any effect on the testis.—I am, etc., 


Northampton. B. JOLLEs. 


REFERENCES 
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Shall We Nationalize Medicine ? 

Sir,—The issue of a 100% service surely revolves on how 
much we value freedom. I am impelled to raise my voice not 
only by Lord Horder’s challenge in his Cardiff address (March 
17, p. 357), but also by Prof..J. A. Ryle’s academic reply 
(March 31, p. 456). My claim to speak rests, not like theirs 
on eminence, but on a fairly wide experience. I have climbed 
over the fence and tried the grass in the next field several times. 


‘Those I have sampled include six existing services, a number 


of general practices, several voluntary hospitals, and also teach- 
ing and research in universities. I have learned to value certain 
freedoms, and here are some which I hold to be at stake. 

I value the right to-stand for political election like any other 
citizen. A Government officer is normally debarred from 
candidature while holding office, but is free to resign and earn 
a private living and then put up for election. Prof. Ryle argues 
for an increase in correct political activity by the profession and 
at the same time wants to make us all 100% officers of the 
State. Would this not quite properly debar us all from 
candidature except at the price of retiring from earning a living? 
How does he reconcile his apparently conflicting advice? 

Prof. Ryle says: “ First of all it is an assumption that State 


medicine must necessarily impose controls on the professional 


thought and actions of a doctor and spoil his age-long human 
relationships with his patients.” I will agree that any estimate 
of the future is an assumption, but since experience is the only 
basis for prognosis, and all the evidence of my experience shows 
that these very things are happening in the Services now, I ask, 
What evidence does he offer to suggest that a new service might 
make any effort to avoid the grave faults of the present? 
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To me the most striking common factor in services is the 
whittling away of many professional freedoms, which all add 
up to a big debit. Consider the tuberculous patient. Possibly 
a poor case for freedom, but he still has a trace ; up to the point 
of public danger he may refuse treatment, but the price has 
gone up recently. In the official “‘ Model Leaflet: Allowances 
and Grants” we read: “ These allowances will be paid... 
provided that he follows a course of treatment advised by the 
tuberculosis officer of the local authority ” (my italics). Is this 
a “model” of things to come? Together with the patient's 
waning right of free choice goes the doctor’s right to retire from 
a case. Another freedom that I value is the right to prescribe 
as I think best. This has never been strong in services, and 
under wartime drug restrictions it is in danger of vanishing. 

Another freedom that is ebbing is the freedom to give one’s 
personal best to each patient. I regard this as crucial. I have 
met service administrators who exert direct pressure, although 
insidiously because they will not put it in writing, to scamp the 
work and speed the flow of human cattle through their clinics. 
When I challenge I am told that “ the mass method is the only 
way,” or that “there is a shortage of doctors,” but in any case 
“it is an order.” I have tasted this in every service pudding 
I have eaten. Like the flavour of weevils it cannot be disguised 
by any amount of jam. The point is that we have not yet seen 
a service that sets out to put the interests of the individual 
patient first. I have always thought and taught that this is the 
first thing in therapeutics—the foundation stone that is still 
solid after 2,500 years. The mass method of approach is 
satisfactory for animal work, and most laboratory workers 
recognize that it cannot be directly or completely applied to 
man because man is something more than animal. That its 
attempted imposition on man is unsatisfying to patient and 
doctor alike I have no shadow of doubt. 

The freedom to set up experiments to test a theory is one 
that I value too, including man within voluntary and human 
limits, and experiment by definition includes control for 
measurement. Prof. Ryle states his belief in his theory but 
admits “until we have tried it neither Lord Horder’s assump- 
tion nor mine can be proved the more correct.” Therefore I 


assume that he considers the 100% service plan to be in the - 


nature of an experiment: But where is his control? What is 
left from 100% for any kind of comparison under equivalent 
conditions? Does he accept Lord Kelvin’s definition that 
“science is measurement”? If so, he has thrown away his 
yardstick. I can picture plenty of political control in a 100% 
service, but because it rules out scientific control from the start 
I submit that it is not an experiment and therefore could never 
prove anything. The only comparisons left would be the results 
on the health of the next generation to set against that of the 
present and of the past, which would contain so many enor- 
mously variable factors as to be scientifically fantastic and 
totally invalid. 

Finally, to be constructive, let me welcome discussion and 
plan. Let us collaborate and organize to improve by all means. 
Let us indeed try a unified national service. But I press that 
this is too big either to be measured by the yardstick of science 
or “ bossed ” by the big stick of politics. By what, then, could 
it be controlled? I suggest that it could be balanced by a 
principle, and the only one that is big enough is freedom. If 
I am right, this means that we must not agree to a 100% 
service under any circumstances. The only prescription that is 
likely to prevent the monster medical machine from becoming a 
myxoedematous monstrosity is adequate dosage with freedom ; 
to be available at all times, and at every stage: freedom for the 
patient to seek private aid without penalty, provided only that 
in certain cases he does, in fact, take some specialist advice ; 
freedom for the doctor to work in the service or get out and 
earn a reasonable living at his profession on his own, respon- 
sible, as of old, only to his patients, subject only to his con- 
science and his King. 

Would this not put the service on its mettle and the private 
profession too? Let them vie with each other to serve the 
nation in friendly rivalry, and I think both will live and flourish 
healthily. But‘if it so happens that England lets this freedom 
go, either by default under hasty wartime legislation or by 
direct vote after due time for consideration, then I for one 
will reckon it to be the greatest disaster in the history of 
medicine. I will then pack my traps and sadly restart my 


travels in pursuit of freedom, even, as Sir Walter Langdon. 
Brown has suggested (Daily Telegraph, July 28, 1944), as far 
as the wilderness.—I am, etc., 

Lee-on-the-Solent. J. W. pe W. G. THornton, 

Sir,—Lord Horder (March 17, p. 357) postulates a number 
of axiomatic truths that no one will question. At the same time 
this eminent authority gives expression to some strong protes- 
tations of a controversial nature. For example, the sponsors of 
the White Paper are arraigned as accessories in a course that 
must ultimately lead, so it is contended, to “ regimentation and 
control by the State.” The evidence adduced in support of this 
indictment hardly rises above the level of the hypothetical. } 
is noteworthy that no recognition is made of those doctors who 
have indicated their reactions to the White Paper as favourable 
(Q. 30 of Questionary) or have plainly signified their approval 
of a “salaried remuneration or some similar alternative which 
will not involve mutual competition” (Q. 17 and Q. 18 of 
Questionary). Is it considered that they are lacking in “good 
brains and healthy ambition” simply because they are fot 
attracted by the adventures—and the hazards—of competitive 
private practice? 

The health centre, according to Lord Horder’s conception, 
takes the shape of a hospital out-patient department Where the 
Ministry pays for the services of the specialists. That is very 
different from the health centre of the White Paper, which js 
designed fot a “group” of general practitioners working 
together. And now that some public health authorities have 
laid claim to the same label for their clinics, the appellation 
“ health centre ” does not make for clarity. It seems high time 
to discard the term in reference to “ grouped ” general practice, 
for which “ consulting centre ” might be better. 

I would beg leave to deprecate the emphasis on the sentiment 
that “we ”—the medical profession—‘ stand for sane know- 
ledge, selflessness, and mercy in a world gone mad.” That isa 
high standard, but is it not a little unsympathetic to the rest of 
the population? Why “a world gone mad” ?—I am, etc., 

St. Annes-on-Sea. JOSEPH PARNESS. 


Sir,—The last paragraph of Prof. Ryle’s letter states by far 
the most important point in the controversy. He says: “ Until 
we have tried it neither Lord Horder’s assumption nor mine 
can be proved the more correct” (my italics). Let there be no 
misunderstanding: once medicine is nationalized there would be 
no return from the disaster, both to the community in general 
and to the medical profession, which many of us believe~it 
would bring about. It would be impossible to say: “ We find 
this experiment a failure ; let us go. back to the status quo.” 

The Church of England is a very good example of political 
control. The bishops are, I believe, appointed on the recom- 
mendation of the particular political party which is in office 
at the time of a vacancy. In my view, the chaotic condition of 
the Church to-day is due largely to the unfortunate practice of 
many of the bishops, who seem to mistake theology for politics. 
So it would surely be if our profession were nationalized. May 
it never happen.—I am, etc., ’ 

Birmingham. Eric W. ASSINDER. 

Sir,—Prof. J. A. Ryle (March 31, p. 456) aims high if his 
media Utopia is to contain administrators who will not interfere 
with clinicians. He leaves out of account human frailties, not 
the least of which in the “ administrator type ” is the “itch” to 
interfere beyond their zone of usefulness. <i 

I was once called upon during my Army service to give at 
explanation of my treatment of a case of fractured femur by a 
splint other than a Thomas splint. My first explanation—an 
oral’ one—that I had been offered a Thomas splint and 
refused to use it was not accepted, and I was asked to put the 
matter in writing. My written explanation was accepted, but 
I received a cautionary note to the effect that the Thomas 
splint had been manufactured in large quantities for the Army 
for treatment of this type of injury, that I knew the usual 
channels of procedure when a departure from Army technique 
was involved, and in future I was to use those channels. The 
time-lag would, of course, have been unpleasant for my patients 


.and irksome to me, so from that date the usual Army technique 


was adhered to. 
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angdon- @ | bring forward this point to illustrate a possible (to be more 
, a8 far H honest, a certain) snag in State-administered medicine. In case 
~  B any of your readers should think I spent my Service life kicking 
NTON, against the goad, I would like to add that that was not so. 
[enjoyed every minute of my Army life, had quick promotion 
number & with no previous experience, and was on excellent terms with 
me time § all my senior officers. On the other hand, I always regarded 
protes- § my conditions of service as a voluntary surrender of individual 
nsors of 4 liberties for the good of a cause, the ultimate aim being the 
rse that @ restoration of those liberties to all serving officers for (we 
ion and & foolishly thought) all time.—I am, ete., 
t of this L. H. G. Moore, 
ical. It Birmingham. Major, R.A.M.C, (ret.). 
ors who B cp —May I, as a very junior member of the profession, say 
ourable how much I agree with Prof. Ryle’s arguments in favour of a 
ipproval § ational medical service? In the post-war era, when each of us 
€ which } Vi have to do his utmost to help to restore the country to 
2. 18 of § normal, it is difficult to see how we doctors can remain aloof 
1 800d tom schemes of reconstruction. Unfortunately, up to the 
ate 0 present, the proposed State medical service seems to have con- 
npetitive § cerned itself almost entirely with the benefits which are to 
‘ accrue to the public, with the result that most of us have 
epee, formed the impression that we are to have more work, more 
here the § « control,” and a limited remuneration. Until this impression 
LIS Very J. finally cleared from our minds I fear that little progress 
which is will be made. 
working | i; will, I think, be conceded that if all members of the com- 
ies have § unity were brought into the N.H.I. scheme and the doctors’ 
pellation terms of service were left unchanged—viz., a 24-hour day and 
igh time |, 365-day year—an impossible situation would arise. Few 
Practice, } doctors would survive such a life for ten years, and new recruits 
P for the profession would be rare indeed. The obvious solution 
entiment 7 19 the problem, and one which in my opinion has beef long 
: know- overdue, is to arrange for regular working hours—say, from 
That is a 9am. until 6 p.m.—with a rota of doctors to stand by for 
e rest of emergencies during the remaining part of the day. It is true 
es that such an arrangement would mean that a patient might be 
RNESS. § attended by several doctors during the course of an illness, but 
I believe that the public would show little opposition to such 
s by far ¥ an occurrence. The beloved and indispensable family doctor is 
; “ Until § rapidly dying a natural death in more senses than one, and it 
or mine ¥ is doubtful if he will ever be replaced. I, for one, do not 
re be no believe that it is necessary to become a personal friend of my 
would be § patient in order that I may do him the maximum amount of 
general 
elieve“it | ‘We talk a great deal about our “freedom” at present, but 
We find | surely we are free in theory only. The British doctor of to-day 


uo. is tied to his practice and his patients just as firmly as was the 
political § negro slave to his plantation and master before the Emancipa- 
e recom- { tion Proclamation of 1863. In no other profession would such 
in office ¢ conditions be tolerated, and yet many of us are actually fighting 
dition of | to prolong our slavery. There are men who profess to be 
actice of § ready and willing to give their services at any hour of the day 
politics. | and night to any type of case. In seven years of practice I have 
»d. May § not met such a man, and I am not ashamed to say that I consider 
‘| nine hours’ routine work each day to be quite sufficient, both in 
my Own interests and in those of my patients. 

A last (but not least) word on behalf of our wives. Is it 
not high time that the surgery premises, with their dreadful 
tyranny of telephone and door-bell, were dissociated from the 
doctor’s private residence? Let us not forget also the hardships 
caused by the initial purchase of a practice and the anxieties of 
Personal illness and provision for retirement. Over and above 
all the disadvantages of a State medical service, it is plain that 
there exists a golden opportunity for the betterment of our lives. 
This is our great chance, and if we seize it with both hands I 
venture to suggest that future generations will look back with 
surprise and incredulity upon the conditions which their fathers 
tolerated and even fought to retain.—I am, etc., 


Blackpool. H. Dakin, M.B., Cu.B. 


SINDER. 
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; Nursing and Tuberculosis 
Sm—For several months the views of authoritative writers 
have appeared in your columns concerning the degree of risk 
10 young nurses when exposed to infection from tuberculous 
patients. The weight of expert but apparently divergent opinion 


leaves the mind of the simple observer still a little confused, 
but the letter‘of Miss Evelyn Pearce (March 24, p. 424) helps 
by reminding us that we are dealing with a problem that calls 
for urgent and radical treatment based, not on clinical 
laboratory findings, but rather on humanitarian principles. 

So long as Dr. W. E. Snell writes primarily as a physician 
and Drs. P. W. Edwards and A. C. Penman as hospital adminis- 
trators, the battle of the giants will continue, but, as a general 
practitioner, I would like to support the argument of Miss 
Pearce, who, with a wealth of experience behind her, believes 
that the conditions’ under which the student nurse toils “as a 
hewer of wood and drawer of water ” are a menace to her health 
and a grave reflection on our hospital system. This letter is 
inspired by a disastrous case of hospital “slavery” which 
recently came to my notice. 


In late 1943 a healthy girl, whom I knew as a panel patient, 
started her training as a student nurse at a general hospital and had 
in her care several tuberculous patients. On Oct. 13, 1944, she 
came to see me saying that she felt “very ill indeed.” After 
examining her I gave her a note for her medical superintendent, 
stating that she was feverish, had lost weight, and, in my opinion, 
was urgently ill. She was x-rayed three days later and the medical 
superintendent kindly sent me the report, which read: ‘* Marked 
opacity in right lower lobe area suggests that there has been recent 
consolidation there, probably now resolving.” Although at this 
time she was running an evening temperature of 100-101°, she was 
kept on duty for a further four days before being warded. The 
sputum being positive, her subsequent progress to a sanatorium 
brought her under the care of Drs. Edwards and Penman, who have 
treated her case with an energy which suggests that their reputation 
has not been built solely on administrative ability. 


This student nurse trained in a general hospital which justly 
had a high reputation for careful work and progressive treat- 
ment and the nurses are usually well looked after. Nevertheless 
it appears to be a serious fault in our great hospitals that the 
young nurses are regarded as cogs in the machine rather than 
as human beings. Until this very serious fault is remedied 
there will inevitably be reluctance on the part of thinking 
parents to encourage their own daughters to enter a profession 
which might otherwise attract.—I am, etc., 


Urmston. REGINALD H. 


Identification of Gas Cylinders 


Sir,—In your issue of March 17 (p. 381) I note the sad fatality 
due to faulty identification of cylinders. In common with most 
anaesthetists I deplore the lack of standardization ; there should 
be universal cylinder markings of an indelible kind and obvious 
colour and foolproof fittings in all gas-type machines. 

Apart altogether from the need for a full personal inspection 
and testing of the apparatus, and a routine “once-over” 
inspection before each administration, may I suggest the follow- 
ing additional safeguards : (1) All cylinders should have fitted 
some audible warning giving ample notice of “running out.” 
(2) Foolproof connector to all tubes from cylinders to flow- 
meters. The Coxeter-Mushin apparatus has fitted an excellent 
type of clip known as the “ Romac clip,” as used on compressed- 
air machines. These are calibrated in three separate sizes, 
making a special size for each cylinder and its junction to its 
individual flowmeter. For example, it would be impossible, say, 
to connect the NO, or the CO, cylinder to the oxygen flow- 
meter as it would not fit and simply “ blow off.”"—I am, etc., 


London, N.8. A. OwEN-FLoop. 


Organization of Research 


Sir,—Prof. A. V. Hill is stated in the Journal of March 17 
(p. 374) to want a central organization for scientific research 
under a Minister. Does he really think that such a thing will 
help all independent thinkers to put forward new ideas for 
research? By centralizing all research work Prof. Hill would 
have every worker submit his proposed work to an official 
without any guarantee that it will not be filched. Filching 
does exist in all kinds of intellectual work whenever the chance 
occurs, and unless Prof. Hill can guarantee security, the less 
he pushes his idea the better.—I am, etc., 


G. ARBouR STEPHENS. 


Swansea. 
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"Prof. R. M. F. PIckEN writes: Cor 
e Others can speak better of the distinguished equ: 
Obituary Col. A. W. Sheen in the development of the Welsh National oe had 
of Medicine during its difficult childhood, but it may be appro: am pre’ 
whose with him became close only in his Soe 
_ should pay a tribute to his memory. When I one dev 
A. W. SHEEN, C.B.E., M.S., F.R.CS. primarily with local government the project of the Guan prin 
We regret to announce that Col. A. W. Sheen, Provost of the affected { 
Welsh National School of Medicine and for fourteen years — member of a medical committee set up by the Guarded Spice: priv: 
professor of surgery there, died at the Cardiff Royal Infirmary them on planning and other technical matters. His views shan Pa obta 
fron 


on March 28. He had represented the University of Wales on 
the General Medical Council since 1928. 


A colleague writes : 


Alfred William Sheen was the son of a well-known Cardiff practi- 
tioner who was also a surgeon to the Royal Infirmary in the pre- 
consultant days when the hospital was staffed by general practitioners. 
He was born in 1869 and educated at University College, Cardiff, 
and Guy's Hospital, where he was a distinguished student, and 
qualified in 1892, taking honours in the M.B., B.S. of London 
University, and then proceeded after the usual resident appointments 
to the M.D. and M.S. degrees and the F.R.C.S. He returned to 
Cardiff and was appointed assistant surgeon to the Infirmary and 
confined himself to consulting practice. Lynn Thomas (later Sir 
John Lynn-Thomas) and Sheen were the first to restrict themselves 
to consulting practice in South Wales. In the South African War 
Sheen served as surgeon to the Imperial Yeomanry Field Hospital 
throughout the campaign and was mentioned in dispatches. A 
younger brother was in the Royal Navy and landed with the Naval 
Brigade for the defence of Ladysmith, and was an engineer captain 
in the Battle Cruiser Force 1914-18; he later attained the rank of 
rear-admiral. Sheen would undoubtedly have achieved equivalent 
high rank had he decided to remain in the Army, for which perhaps 
he was best fitted. He resumed practice in Cardiff and now became 
full surgeon to the Infirmary at an early age. 

In the first world war Sheen formed and commanded the Welsh 
Hospital at Netley, which was afterwards established in India as 
the 34th (Welsh) General Hospital, where he remained until 1919, 
and during the later period was consultant surgeon to the war 
hospitals in India. For his services he was made C.B.E. in 1918. 
He had now been away from home for five years, and on his return 
found it difficult to regain his former position as his term of 
appointment to the Infirmary had now expired. Sheen was elected 
under an old rule of retirement at the age of 60 or after 20 years 
on the full staff, and the latter ruling applied in his case when he 
was just over 50 and the Infirmary was deprived of his services at 
_ the best time of his life. Fortunately the Welsh National School of 

Medicine was completed in 1921 and Sheen became its first pro- 
fessor of surgery and director of the surgical unit, where his 
administrative ability in the inauguration of the School was in- 
valuable. He was an excellent teacher and proved to be a successful 
full-time professor. He became Provost of the School after relin- 
quishing his professorial duties to his chief assistant, Lambert Rogers, 
but on the outbreak of the present war when Prof. Rogers was 
mobilized in the R.N.V.R. Sheen was again recalled to direct the unit 
and voluntarily carried out these onerous and double duties to the 
time of his death. 

He was County Director of Voluntary Aid in Glamorgan, and here 
his military and surgical experience were indispensable in a vast 
industrial area like South Wales. In this work he was greatly 
assisted by his wife, and they took a leading part in the social life 
of the county generally. At Senghenydd, the scene of our worst 
mining disaster, Sheen was one of the first to reach the pit-head 
and immediately took charge of the rescue operations. He was 
a born leader of men in such an emergency and all instinctively 
turned to him for instructions. The writer was immediately ordered 
to select the rescue parties, and a long queue of young miners, 
stripped to the waist, passed in turn for examination. I shall always 
remember his warm appreciation of the natural courage of the miner 
and the characteristic squaring of his broad shoulders on reporting, 
“ All correct, Sir. There was scarcely a fast pulse amongst them.” 
He replied, “‘ They are brave fellows,” and then addressed them 
personally. The next task was to convert a hall into a tem- 
porary hospital, which was quickly done under his capable super- 
vision. 

Sheen was past-president of the Hunterian Society and president 
of the Section of Surgery at the Annual Meeting of the B.M.A. in 
Cardiff in 1928, and contributed regularly to the medical journals 
in his younger days. The end was characteristic of his indomitable 
spirit. He had trudged three miles through the heaviest snowfall 
on record locally to keep an appointment at the medical school 
office. This effort at his advanced age was too much even for the 
tough fibre of his robust and well-preserved constitution. Acute 
heart strain resulted and was fatal in a little over a month. He ~ 
died at the Royal Infirmary which he had so loyally served for 
almost half a century. 


and idealistic and had much influence on the moulding of what ; 
now one of the finest municipal hospitals in the country, He y 
a firm advocate of close association between the medical scho 
and this and other municipal institutions, and constantly dit e 
his influence toward furthering this object. He was instrument 
in securing joint appointments as between the school, the volunt, 
hospital, and the municipality as a means of attracting yo 
specialists into the area, much to the advantage of all Parties ; 
Sheen’s ideas for remedying the defects of medical organizatic 
were radical. He expressed himself in speech and writing wi 
vigour and clarity and without compromise, but he met Oppositig 
with equanimity and without rancour. Age did not stale 
adventurous character of his mind. In administration he rode 
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a light rein and kept effective contact with his colleagues. He cg De 
stantly stressed the importance of research among the functions gg im 1! 
the medical school, but he took an expansive view of its teachis of Ir 
duties not only for medical students and graduates but also fy posts 
ancillary workers in health. His personal relations with his colleag ofe 
were friendly and intimate, and they will cherish the memory of Wy +i 
many acts of personal kindness. sa 
atri 

Surg. Capt. LAMBERT Rocers, R.N.V.R., professor of surgenys missi 
University of Wales, cables from over-seas: 1906, 


I am deeply grieved to hear of the death of my friend agg irish 
colleague Prof. A. W. Sheen, whose kindness I can never forge§ Presi 
So much in the development of medical education in Wales Trini 


due to his far-reaching views and energetic drive that the Universit and | 
and Medical School and the Cardiff Royal Infirmary have sustaing Fello 
a grievous loss. “ The Colonel,” as he was fondly called by t Saiv 


friends, was always young in outlook and his ambitions were alwz 


. for all that is best is surgery and in medical education general later 


The son of a distinguished Cardiff practitioner, he had been Arthm At 
Durham's house-surgeon at Guy’s, and early in his surgical care N.U.1 
was one of a small group of surgeons to ligature successfully tig Medi 
innominate artery. Having had a distinguished Army career in th} gave 
last war he would have loved a Service appointment in this, b the w 
being over age for such he worked harder than ever for the medici 


‘ school in which he was both the first professor of surgery and th oe 
first Provost. He retired from the chair of surgery in 1935, b ely 
remained on as administrative head of the school, and after the deat °Y 2 


of Mrs. Sheen early in the war returned to the chair to enable hg #d a 
younger colleague to go on active service. He published numerow to his 
and valuable papers on surgical subjects, was a sound surgeon ¢ 


wide experience, an excellent teacher and speaker, and an ab The 
administrator. He had a great gift for encouraging younger me QuEN 
was very much beloved by his friends and students, and will  ... 
sadly missed, 
profes 
HAAKON SAETHRE, M.D. 


On Feb. 9, 1945, several Norwegian patriots were arrested @ Quenn 
hostages and sentenced to death by a German summary courg had w; 
martial. They were immediately afterwards shot as a reprisg into a 
for the killing the day before of the Quisling police chief tg "*s | 
the Norwegian Home Forces. Among the Norwegians execuld ut ; 
was Dr. Haakon Saethre, chief medical officer of the psychiatry es 
department of Oslo City -Hospital, and one of the m0W cine 

prominent Norwegian neurologists and psychiatrists. His dea unvary 
as a:hostage reflects dismally the terrorism practised by ti Not o 


Germans in occupied Norway. leading 
Haakon Saethre was born in Bergen in 1891, and had his poi WiC, 
graduate neurological and psychiatric training at the State Hospital 1. ¢ 
Oslo and at the State Psychiatric Clinic. He became head of His xe 
psychiatric department of Oslo City Hospital in 1933, and throw Hos it 
his excellent clinical work and outstanding abilities as an adminis ts w 
tor made his clinic one of the most inspiring psychiatric institutiog p, 1 
in Norway. Dr. Saethre’s scientific work covered a large Hospit 
neurology and psychiatry. His works on oxycephaly, disseminalgl , <a 
sclerosis, general paresis, and other topics are already classW wholl 
neurological literature. A number of articles on various subj War sf 
are to be found in the Scandinavian medical journals. During yy 4 
last 10 years he made extensive studies of chronic alcoholism, 
of the neurological and psychiatric sequels of head injuries. 4 We | 
was Official Norwegian delegate to several international Cong Bar ny, 
and was president of the Inter-Scandinavian Congress of Psyclt, ¢ 


in Oslo, 1938. As medical consultant for Oslo City Child Well 
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Committee since 1933, he soon realized the need for specially 
equipped psychiatric departments for children, and the war only 
tponed the realization of his plans regarding this important 
tive field of medicine. As honorary president of the Norwegian 
Society of Mental Hygiene for several years, Dr. Saethre also 
devoted much of his unusual energy to popularizing the general 
inciples of mental hygiene. He was a very active member of the 
Norwegian Neurological and Psychiatric Societies. 

Besides his many official duties, Dr. Saethre also had .a large 
private practice in Oslo, acting chiefly as a consultant, and he 
obtained the confidence and admiration of a vast number of patients 
from all parts of Norway. His interest in clinical work was 
jntimately combined with profound personal and social care for the 
sick individual. Dr. Saethre’s assistants will always remember his 
atraordinary knowledge and his ability to convey this knowledge 
to his staff. 


DENIS JOSEPH COFFEY, LL.D., M.B. 


We regret to announce the death, on April 3 ina Dublin nursing 
home, of Dr. Denis Coffey, late President of University College, 
Dublin, and Vice-Chancellor of the National University of 
Ireland, who for 25 years represented that University on the 
General Medical Council. 


Denis Joseph Coffey graduated B.A. with first-class honours. 
in 1886 and M.B., B.Ch. in 1888 at the old Royal University - 


of Ireland, of which he was later elected a Fellow, and went for 
postgraduate study to Louvain, Madrid, and Leipzig. He became 
professor of physiology, and later dean of the Faculty of 
Medicine, in his own University and lecturer in b:ology at St. 
Patrick’s College, Maynooth. He served on the Royal Com- 
mission on Trinity College and the University of Dublin in 
1906, and was one of the Dublin Commissioners under the 
frish Universities Act, 1908, in which year he was elected 
President of the newly created University College, Dublin. 
Trinity College conferred on him the honorary degree of LL.D., 
and the Royal College of Physicians of Ireland its honorary 
Fellowship. He was appointed to represent the National 
University of Ireland on the G.M.C. in 1920, and seven years 
later became President of the Free State Medical Council. 


At the time of his retirement from the presidency of the - 


N.U.I. in 1940 a tribute in the Journal of the Irish Frze State 


ia Medical Union recorded that to the young University Dr. Coffey 


gave all his energies unselfishly and without reserve, assuming 
the whole burden of its early administration. As the University 
grew he did not spare himself, and long after he might have 


5 safely delegated power he did not do so because he was impelled 
® by a whole-hearted conception of duty. The successful growth 
@ and assured standing of the Medical Faculty were due in part 
m to his wisdom and to the character he gave to its formation. 


The death on March 26 at Brentwood, Essex, of Dr. ARTHUR 
QUENNELL, aged 78, removes not merely the doyen but the 
respected and acknowledged standard-bearer of the medical 
profession in that neighbourhood. The son, grandson, and 


great-grandson of medical men in Brentwood, he was the head 


of a large firm which includes also his nephew, Dr. William 
Quennell, representing the fifth generation in continuity. He 
had witnessed the development of a small country market town 
into an affluent residential suburb of London, where his ser- 
vices were equally acceptable to the Essex farmers and the 


& More sophisticated immigrants of the last forty years. He was 
4 of the very best type of general practitioner, and took immense 


pains to keep fully abreast of progress in all branches of medi- 
cine. It was common knowledge, too, that he maintained an 
unvarying high standard of professional ethics and rectitude. 
Not only was he a supporter over many years of both the 
leading medical charities, but his private liberality was inexhaus- 
tible: it was no uncommon thing for him to summon a con- 
sultant from London for some urgent case and himself to pay 
the fee if he knew it would overstrain the patient’s resources. 
His medical education was obtained at St. Bartholomew’s 
Hospital, whence he qualified as M.R.CS., L.R.C.P. in 1892. 
Thereafter he was house-surgeon and house-physician at the 
Royal Free Hospital, and resident medical officer at the Evelina 
Hospital for Children. Until laid low by serious illness about 


m* year ago, he had remained in harness, no doubt partly or 
B Wholly through determination to do his share in the country’s 


War effort. Dr. Quennell, who was unmarried, joined the 
B.M.A. in 1912 


@ We regret to record the death on March 18 of Mr. ASLETT 


BALDWIN, consulting surgeon to the West London Hospital, 


. to St. Mark’s Hospital for Diseases of the Rectum, and to a 


number of other hospitals in and around London. Aslett 
Baldwin was a student of the Middlesex Hospital, qualified in 
1893, and obtained the F.R.C.S. in 1896. He began and con- 
tinued as a general surgeon, but combined this with more and 
more work in his chosen specialty. He made a number of 
practical contributions to the Subsection of Proctology of the 
Royal Society of Medicine, and after that had been raised to 
the rank of an autonomous Section he served as its president, 
and was also a Fellow of the American Proctological Society. 
Aslett Baldwin had been a member of the B.M.A. since 1908 
and was a past-president of the West London Medico-Chirurgi- 
cal Society. 


.Dr. THoMAS JOSEPH COSTELLO, an alderman and former 
mayor of Darwen, Lancs, died on March 3, aged 55. He 
studied medicine at University College, Dublin, and graduated 
B.Sc., M.B., B.Ch. of the National University of Ireland in 
1913. After serving as house-surgeon at the Mater Misericordiae 
Hospital he was in the R.A.M.C. with the rank of captain 
during the last war, and won the Military Cross. As chairman 
of the Darwen Public Health Committee, to which he was 
elected in 1937, Dr. Costello did much good work in the 
borough in promoting the establishment of new public baths 
and a civic health centre. As an undergraduate he was one 
of the fastest three-quarter backs in Irish rugby football, and 
in his last year played in all three international matches against 
England, Scotland, and Wales. 


Dr. CHRISTOPHER HUGH-MACKLIN, of Ampthill, near Bedford, 
who died in London on March 27, was elected chairman of the 
North Beds Division of the B.M.A. in June of last year. He 
was born at Pidley, Hunts, on Nov. 19, 1894, son of the 
Rev. H. W. Macklin, and from Felsted School entered the 
Middlesex Hospital. After qualifying M.R.C.S., L.R.C.P. in - 
1921 he was appointed house-physician at the Middlesex, his 
hospital studies having been interrupted by three years’ service 
as surg. sub-lieut., R.N.V.R., in H.M.S. Orotava. Dr. Macklin 
held a number of appointments at Ampthill from 1922 onwards, 
and at the time of his death was the senior member of a 
partnership of three. 


Dr. JOHN NAIRN MARSHALL died at his home, Stewarthall, Isle 
of Bute, on March 15. He was in his 85th year and was born 
at Pollokshields, Glasgow. He graduated in medicine at 
Glasgow University, thereafter holding resident posts in the 
Western Infirmary, Glasgow, and Belvidere Fever Hospital, 
Glasgow. He then took his M.D. and went to Vienna for 
postgraduate work. After a short period of practice in Galston, 
Ayrshire, he settled in the Island of Bute in 1892 and continued 
in active practice there until he retired in 1934. He took a 
great interest in medical matters, holding at different times the 
offices of president of the Glasgow and West of Scotland 
Branch of the B.M.A;:, chairman of the Bute Insurance Com- 
mittee, and chairman of the Victoria Cottage Hospital, 
Rothesay. He was a Fellow of the Royal Faculty of Physicians 
and Surgeons, Glasgow, and a member of the Marine Biological 
Association, Millport. He was largely responsible for the 
formation of the Bute Natural History Society in 1905 and 
for equipping the Bute Natural History Museum ; he also under- 
took archaeological investigations in Bute. He was a Fellow 
of the Society of Antiquaries of Scotland. He is survived by 
his wife and three daughters—Miss Margaret Marshall, R.R.C., 
who is matron of the Royal Infirmary, Edinburgh, Miss Sheina 
Marshall, D.Sc., who is a biologist on the staff of the 
Millport- Marine Biological Association, and Miss Dorothy 
Marshall, who is at home. The high regard in which Dr. 
Marshall was held by the Bute community was evidenced by a 
public presentation at the time of his retirement, this function 
being presided over by Lord Bute. Dr. John V. Thomson 
sends the following tribute: ‘Fhe moving finger that “ writes 
and having writ moves on” must have recorded a noble story 
of Dr. Marshall, a story of trials that come from following 
the right rather than the expedient, of perseverance in well- 
doing, of human sympathy and kindness. His quietness of 
manner was a noteworthy characteristic which called forth the 
remark by one of his patients that “he could not have many 
idle words to answer for.” His skill and knowledge as a 
physician and surgeon were of a high order, and on this account 
he was often called in consultation by his colleagues and 
neighbouring general practitioners. His work had the broad 
outlook of one well versed in natural history, and he recognized 
medicine as a jealous mistress who allowed to her devotees 
no counter-attractions. He had great kindliness and charm 
of manner, which, combined with wide reading and a retentive 
memory, made him a delightful host in a home where guests 
were the rule, In his earlier years in practice travelling was 
by bicycle, by riding, and by gig, and was in consequence 
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especially strenuous. His experiences were rich, and it was 
entertaining and informative to hear him reminiscing. He was 
a staunch supporter of cottage hospitals and was a believer in 
general practitioners doing some of their own surgery. His 
services were freely given to the poor, and he was most lenient 
in the matter of fees. In all his activities he was ably and 
loyally supported by his wife and family. He had a wide 
circle of friends in the West of Scotland, who mourn his loss 
and whose sympathy goes out to his bereaved family. 


Dr. EpwarpD WILLIAM ReeEs-Jones, late medical officer of 
health for Blackpool, died at Lytham St. Annes after a short 
illness on March 27. He had his medical education at University 
College, London, and the University of Glasgow, graduating 
M.B., Ch.B.Glas. in 1898 and M.D. in 1904; Hie also took the 
Cambridge D.P.H. Entering the public health service his first 
appointment was that of assistant M.O.H. for Nottingham ; he 
was then deputy M.O.H. and school medical officer for Lincoln 
before taking up the post of M.O.H. and school medical officer, 
Blackpool. During the last war Dr. Rees-Jones held a com- 
mission as temporary captain, RA.M.C. He joined the B.M.A. 
in 1906, was honorary secretary of the Blackpool Division for 
twelve years, and chairman in 1932-3. He was a Fellow of 
the Society of Medical Officers of Health, a Serving Brother 
in the Order of St. John of Jerusalem, and honorary surgeon to 
the St. John Ambulance Association. When he retired from 
his post at Blackpool in 1940, at the age of 65, he could look 
a. on immense developments in the medical- services of 
the town. 


Dr. JosepH KENNiISH of The Chase, Clapham Common, 
S.W., died on March 2. at the Bolingbroke Hospital, after 
a week’s illness, aged 78 A. Cumberland man by birth, he 
studied medicine at the University and Royal College of 
Surgeons, Edinburgh, ani qualified L.R.C.P.&S.Ed. and 
L.R.F.P.S.Glas. in 1897. Thereafter he practised at Clapham, 
where he had been district medical officer to the Wandsworth 
Guardians and served to the end as one of that borough’s 
public vaccinators. A keen B.M.A. man, elected in 1907, he 
was hon. secretary of the Wandsworth Division for many years 
and represented it at two Annual Meetings ; he also served on 
the Ministry of Health Committee at headquarters in 1919-20. 
He did yeoman service during the last war as honorary secre- 
tary of the Local Medical War Committee, his work in that capa- 
city being recognized both by the Central Medical War Com- 
mittee and by his fellow practitioners in Wandsworth, who pre- 
sented him with a gold watch. He had also been treasurer of the 
South-West London Postgraduate Association up to the time 
of his death. A. D. M. writes: Joseph Kennish was kindly, 
self-sacrificing, and lovable, a great favourite with all who knew 
him. In his student days “ Jos.,” as he was affectionately called 
by his Edinburgh contemporaries, was well known as a uni- 
versity harrier, sprinter, billiard player, and yachtsman. 


Dr. JoHN PaTRIcK O’KANE was born at Swateragh, Co. Der 
in 1896, and came over to Preston with his family at an ear 
age. After being educated at Ushaw College, Co. Durham, he 
joined the Life Guards in 1916. On his discharge in 1918 he 
entered the medical faculty at the National University of 
Ireland, where he graduated M.B., B.Ch., B.A.O. in 1925. After 
a period as house-surgeon at Bagot Street Hospital, Dublin, 
he returned to Preston and settled in general practice. In 1927 
he was appointed honorary surgeon to St. Joseph’s Hospital, 
Preston, and in 1934 lecturer to St. John Ambulance.classes, a 
work in which he always took the greatest interest. He was a 
sick man for many months before he was compelled to take to 
his bed, but the interests of his patients were always foremost 
in his mind, and he worked among them until he could work 
no longer. After eight weeks of very patient suffering he died 
on March 20, at the age of 49. To his widow and three young 
daughters we extend our deepest sympathy.—L. F. U. 


News has been received from South Africa of the death of 
Dr. JosepH Ceci GILLEspie, for many years a member of 
the Natal Coastal Branch, of which he had been president. 
He was educated at Trinity College, Dublin, graduating B.A. 
in 1921, M.B., B.Ch:, B.A.O., and L.M. of the Rotunda Hos- 
pital in 1922; a year later he obtained the F.R.C.S.I. diploma, 
and in 1927 the D.O.M.S. of the English Royal Colleges. 
Dr. Gillespie practised as an ophthalmic surgeon at Durban, 
and his position in that specialty was recognized by election as 
president of the Ophthalmological Society of South Africa. 
He published papers on subjective tests in errors of refraction 
and on the relation between dental and ocular affections. 
During the present war he served as ophthalmic specialist to 
the Durban Command. 


The Services 


Surg. Cmdr. J. M, Flattery, R.A.N., has been menti FF 
dispatches for skill, determination, and courage while serving mrad 
certain of H.M. Australian ships in the Leyte Gulf operations” j 

Capt. A. J. Clarke, R.A.M.C., has been awarded the MC. i 
recognition of gallant and distinguished services in res 
Europe. Wesi 


The following appointments and awards have been ounced ; Su 
recognition of gallant and distinguished services in ‘North 
Europe: 

C.B.E. (Military Division) —Col. (Temp.) J. Melvi 

O.B.E. (Military Division) —Col. (Temp.) W. H. Marst 
Lieut.-Col. W. J. Mcintosh, T.D.; Major (Acting Liew “oly a, 
Young; Majors (Femp. Lieut.-Cols.) A. McC. Campbell, D S.0 
M. Fallon, J. A. Finegan, C. E. Gallagher, R. L. Holt, F. Heywood | 
Jones, T.D., H. W. E. Jones, A. F. Kennedy, F. L. Ker, B. \ ed 
Nicol, G. E. Ord, and S. R. Trick, R.A.M.C.. "(a 

M.B.E. (Military Division) —Capt. (Acting Major) K, D. Stewart’ | 
Capts. (Temp. Majors) D. E. H. Beattie, R. G. Evans, M. Hunt 
J. B, Mackay, A. MacLeod, J. D. McLennan, and D. J. Watterson! "4. 


R.A.M.C. 
D.S.O.—Major (Temp. Lieut.-Col.) M. E. M. Supe! 
MC, RAMC Herford, MBE, | rain 
M.C.—Capt. G. Karstaedt, R.A.M.C. pi 
The following have been mentioned in dispatches in recogniti¢, cies 


of gallant and distinguished services in Burma and on the Easten\\ clude 
Frontier of India: NI 
Brigs. (Temp.) G. J. V. Crosby, T.D., and H. G. Winter, M.C.’ 
Col. A. C. Jebb, late R.A.M.C.; Col. (Temp.) J. H. Baird, R.A.M.C) 
Reserve of Officers; Cols. (Temp.) J. W. Eames, A. J. Gardham; 
and D. F. Panton; Cols. (Acting) J. R. Dawson and R. V. Frankliné 
Lieut.-Cols. (Temp.) F. P. M. Anderson, S. W. K. Arundel} ar. 
N. Bickford, S. O. Bramwell, H. R. Hartnell, M.B.E., A. J. Martin) 
J. H. Moffett, J. J. O’Dwyer, M. E. D. Roberts, and E. J. M}: 
Wenyon; Majors H. G. N. Cooper and R. H. Wheeler; Majorf 
(Temp.) J. Brown, J. V. Crawford, E. A. Donegan, J. Duguk\)~ 
K. J. Dunlop, J. C. Gregory, C. L. Hayshunker, A. Hunter, J. W\): 
Montgomery, W. O'Callaghan, J. Smibert, B. E. C. Stanley, an 
R. K. A. Van Someren; Capts. N. H. Bloom, J. A. Chamberli 
H. D. Cockburn, K. C. S. Edwards, H. E. D. Flack, C. H. Foggitt, 
F. D. Forbes, A. T. Freeland, N. H. H. Golledge, A. D. Gould, 
J. Griffith, J. N. Hamill, E. A. Heaslett, T. K. Howatt, 
J. S. Mather, P. G. Miller, D. MacD. Milne, J. C. §. 
Paterson, E. Rea, R. S. Saxton, J. P. Scrivener, J. B. Stafford, 
L. L. Theron, and W. J. Watt; Lieut. E. J. Rubra, RAMC. 
Brig. (Temp.) W. E. R. Dimond, CLE. OBE; Cols, 
(Temp.) W. A. Burki, M.B.E., and F. R. Cawthorn, LMS 
_Lieut.-Cols. (Temp.) P. H. Addison, B. C. Roy, D. F. East 
W. A. Hopkins, G. A. Ransome, M. Shwe Zan, and M. E. Smith} i 
M.C.; Lieut.-Cols. (Acting) A. K. Gupta and E. J. Currant; Majors 
(Temp.) K. L. Aich, P. Dass, D. G. Horan, P. A. Hubbard, A. N 
Roy, G. Sambasivan, and A. D. Wilson; Major (Acting) L. E) di 
Chaves; Capts: A. Ahmed, L. K. Anantharayanan, A. N. Ansari) 
T. D. Brown, P. N. Chatterji, W. A. Clark, Y. D. Deshpande) ! 
(Mrs.) B. F. Dickenson, D. B. Doctor, S. C. Dutta, A. E. Frazei 
Smith, R. Gardiner, G. Mandal, Y. D. Ghyasuddin Ahmed, M. 
Gupta, G. D. Shenoi, A. F. Hvssain, M. M. A. Jabbar, 
Krishnamurti, T. L. W. McCullagh, A. Merriweather, V. Ranga 
swami, S. R. Turkhud, J. Shrinivasan, S. D. N. Sinha, S. Shapurji 
and R. B. Tulpule; Capts. (Temp.) N. Choudri, D. G. N. 
G. S. Sidhu, N. K. Mitra, N. Adisehiah, and S. G. Shah; Lieut. 
Saifullah, I.A.M.C., Capt. M. B. Lall, Burma A.M.C. 


Freed by U.S. Forces.—Capt. Percy Bailes Barker, RAM. 


CASUALTIES IN THE MEDICAL SERVICES 


Previously reported missing in Italy, now presumed killed in 
—Surg. Lieut. Alastair Simpson Bell McNeil, R.N.V.R. 
Killed as the result of air action while a prisoner of war. 
Robert James Finlay Howe, R.A.M.C. : 
Died of wounds—Capt. Gordon Spencer Sheill, M.C., RAM; Lady L 
Died.—Lieut.-Col. Gavin Alexander Elmslie Argo, O.BE., MC. 
R.A.M.C.; Capts. John Henry Richardson Barker and Diarmuk Th 
Declan O'Callaghan, R.A.M.C.; Lieut-Col. James Scott Riddle)”, he 
I.M.S 


“Wounded.—War Subs. Capt. J. Breckenridge and Temp. Maja] 


| 


J. L. Nicol, R.A.M.C. on Jum 
DEATHS IN THE SERVICES 

Lieut.-Col. WiLL1AM Simpson, R.A.M.C., A.D.M.S., North Catt) ment 
tean Area, is reported to have been drowned on March 18 outside Fellows 
Kingston Harbour, Jamaica, after falling overboard from a and are 
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, He graduated in medicine at Glasgow in 1923 and proceeded M.D. 
. four years later. In civil life he was obstetric strgeon to the Preston 
Royal Infirmary and consulting obstetrician to the Lancashire County 
nti <8 Council and a number of voluntary and municipal hospitals. He 
ntioned Wy ad been resident physician at the Glasgow Royal Infirmary and 
bere, 'Z Royal Maternity and Women’s Hospital, and senior M.O. at St. 
eM Cc . 4 Alfege’s Hospital, Greenwich. Before his appointment to the North 
North: hs Caribbean Area Col. Simpson acted as hospital liaison officer 
Wes between the War Office and the Ministry of Health. 

Surg. Capt. Herbert WELLS BAYLy SHEWELL, R.N. (ret.), who 
died at the Royal Naval Hospital, Minterne, Dorset, on March 27 
in his 73rd year, had studied medicine at Cambridge and St. 

‘4 .artholomew’s Hospital, graduating M.A., M.B., B.Ch. in 1898. 
B.E., M.C;¥" 5r his services in the last war Capt. Shewell was created O.B.E.., 
ol dat the Annual Meeting of the British Medical Association held 


hounced in 
North-West 


ston, T.D., Cambridge in 1920 he was vice-president of the Naval and 
Col.)'D. | itary Section. 

DSO | fieut.-Col, ANDREW THomas Gace, C.LE., LL.D., LMS. (ret.), 
Heywood, ‘ad Jast month at Strathpeffer, Ross-shire, at the age of 73. He 
cer, B. M as educated in Aberdeen and became an M.A. of the University 


«| 1891 and qualified with the M.B., C.M. in 1896. In 1894-6 he 
D. ‘Hunte ,vas assistant to the professor of botany of Aberdeen University 
mM. Hunter | nd entered the Indian Medical Service in 1897. After a short 
Wattersor. seriod in military employment he was appointed assistant to the 
superintendent of the Botanical Gardens, Calcutta, the late Sir David 
“rain, whom he succeeded on Sir David’s retirement in 1906. This 
appointment included the directorship of the Botanical Survey of 
st and charge of the cinchona factory near Darjeeling, and in- 


M.BE, 


volved much administrative work. His scientific publications in- 
‘cluded A Botanical Tour in South Lushai Hills, 1904, and Vegeta- 
‘tion of District Minbu (Burma), 1903. When the Government of 


recogniti¢, 
the Easter \ 


iter, M.C.| dia decided to increase its cinchona plantations Col. Gage spent 
.R.A.M.C)} .wch time in touring over India in search of a suitable climate and 
_ Gardham;} oil for the purpose, and on his advice an area in Burma was chosen, 
Franklin} ut this was unfortunately lost to the Japanese early in the present 
. Arundel’} ar. He was awarded the C.I.E. for his services and retired in 
. J. Martin)} 926. Shortly afterwards he underwent a very serious operation, 
i E. J. M| made a good recovery, but had the misfortune to suffer later from 


ler; Major} distressing cardiac condition which proved fatal. He was some- 
J. Duguk\), “hat reserved in his manner, but was a thoroughly competent and 
inter, J, W)\):eliable officer. 

taney, ani 


Universities and Colleges 


UNIVERSITY OF OXFORD 
| Cj In a Congregation held on March 20 the University accepted with 
3E.; Cols} gratitude an offer by Mr. Stanley Brookes of an annuity of £1,500 
orn, I.M.S| for seven years to further the study of the biochemical factors 
j Pinfluencing organic mental disorders. Decrees were carried establish- 
A. £. Smith} ing a Betty Brookes Research Fellowship, in memory of the donor’s 
ant; Majors} daughter, for a period of not less than 7 years for the study of 
bard, A. Nj problems of brain metabolism in relation to nervous and mental 
L. Ej disease, and prescribing conditions of tenure. The Fellow will be 


med, M. Lj with relevant clinical work, especially in the Nuffield Department of 
Jabbar, RF Surgery. 

, V. Ranga UNIVERSITY OF CAMBRIDGE 

S. Shai At a Congregation held on March 17 the following medical degrees 


were conferred by proxy except where an asterisk shows that they 
were received in person: 


M.D.—H. B. May, E. Cronin. 
M.Cuir.—J. M. Pullan, D. I. Williams. 
M.B., B.CHir 


UNIVERSITY OF MANCHESTER 
Lord Woolton will be installed as Chancellor of the University on 
. Wednesday, May 16. After his installation he will confer honorary 
ware doctorates on eleven persons, including Sir Wilson Jameson, M.D., 
FRCP., Chief Medical Officer to the Ministry of Health, and 
, RAMC Lady Limerick, Deputy Chairman of the British Red Cross Society. 


UNIVERSITY OF ST. ANDREWS 
cot Riddle The honorary degree of LL.D. will be conferred on William 
D.P.H., formerly medical superintendent 


Thomson Munro, M.D., 


of Glenlomond Sanatorium, at a graduation ceremony to be held 
on June 29, 


; ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Cari Queen Mary has made a donation to the Restoration and Develop- 
North oat ment Fund of the Royal College of Surgeons of England. The 
"7 Fellows and Members of the College much appreciate the honour 


and are deeply grateful for this mark of Her Majesty’s favour and 


.—G. N. Cooke, H. L. English, B. M. Heap, *M. L. Graeme.. 


Medical Notes in Parliament 


Europe’s Food 

Earl WINTERTON on March 28 opened a debate in the House 
of Commons on supplies to liberated countries. He said the 
economic condition of the freed Western countries was resulting 
in malnutrition and was sowing the seeds of tuberculosis and 
deficiency diseases among children. Lack of vitamins reduced 
the physical powers of the inhabitants and almost abolished 
their powers of moderation and judgment. Unless Holland 
could be freed, hundreds of thousands of Dutchmen would die 
of starvation in the next six weeks. He was informed that 
U.S. Army rations were about twice those of the British Army 
in quantity, about four times those of the British civilian, and 
nine or ten times those of the average civilian in France. Mr. 
GREENWOOD said food supplies available in the world, apart . 
from wheat, were likely to be lower this year than last. In the 
so-called liberated areas the problem would be something which 
the world had never seen, not even in the days of the Black 
Death. Disease germs knew no frontier, and this country might 
be as open to grievous diseases as those countries, 

Mr. ATTLEE said that at the request of the War Cabinet he 


recently visited Paris, Brussels, and part of Holland to report 


on the situation. He reminded the House that Britain was a 
deficit area “and could not supply other such areas, except 
at the expense of its own supplies. The duty of the military 
authorities to supply the people of the liberated areas was 
limited to provisions of an austerity standard. In any liberated 
area there were more than bare rations in the richer agricultural 
areas ; greatest difficulties were in the poorer parts of the big 
towns. Military authorities were responsible for minimum 
needs not only of food but of clothing, blankets, soap, coal, 
and petroleum. Monthly demands of supplies were approved by 
S.H.A.E.F. and sent to Washington, and the supplies were 
brought to the country. These minimum supplies had sufficed 
to avoid disease. The standard was far lower than the standard 


_ in North' America and was supplemented for heavy workers. 


But it was sufficient to maintain health, and up to now there 
had been freedom from epidemics. There was a danger of a 
world shortage in imported fats and milk products. In France 
the situation in the south was bad in places. In Belgium the 
food situation, though not easy, had been well held, as also in 
that part of Holland which had been liberated. In Holland 
still under the Germans the people received only about a quarter 
of the standard food in free Holland. This was utterly inade- 
quate. Some food got in through the Red Cross, but not 
enough. The Alli¢és were making plans to feed the people as 
soon as Allied troops got there. There would have to be 
specialized food for people near starvation. Provision must 
also be made for feeding displaced persons in Europe, and 
there was a prospect that the Allies would have to feed a 
great number of Germans. Up to the moment the Minister of 
Food had sent, or had agreed to release, for the liberated areas— 
which included some of the Mediterranean areas—900,000 tons 
of food from Britain’s own stock. - 

Sir ARTHUR SALTER said that rations for the normal. person 
in France were not more than half British civilian rations. In 
Belgium they were much the same; in liberated Holland a 
trifle better; in unliberated Holland infinitely worse. Some 
food was going into Greece. In Yugoslavia there was great 
suffering on the Dalmatian coast, but relative plenty elsewhere. 
Commander Prior stated that in the South of France the per- 
centage of premature births was increasing rapidly and the 
weight of the babies was poor: There was no milk and no baby 
foods. .Dr. HADEN GuEsT said he had been told by people of 
authority there that food conditions in Paris and in Belgium 
were much worse than they had been under the Germans. Sir 
RALPH GLYN pointed out that of 4,500,000 people in the western 
districts of Holland, 1,000,000 would not be physically able to 
digest ordinary foodstuffs. Mr. EMMotrt said his information 
from Rome was that 864 calories daily were available for Italian 
children, 890 for’ expectant mothers, and 1,600 for people in 
heavy work. No fats had been distributed. 

Sir JAMES GRIGG, replying to the debate, said the problem 
looming in Northern Italy transcended any in Southern and 
Central Italy. Plans had been prepared to bring relief there. 
The sérvice of someone with experience in the Bengal famine 


‘ had been used to assist in investigating the need for bringing 


predigested food to areas of the Continent where ordinary food 
would be useless to the people for some time. The military 
would do their part to prevent disease in the wake of the 


Armies. 
Colonial Medical Research 


The Secretary of State for the Colonies and the Medital 
Research Council have jointly set up a Colonial Medical 


= : 
: 
Chamberlin, 
H. Foggitt, 
Gould,' 
_N. Ansari! appointed by the Board of the Faculty of Medicine on the recom- ae 
Deshpande} mendation of the Whitley Professor of Biochemistry, to work mainly . 
.._ E. Frazeij in the Department of Biochemistry, but also keep in regular touch iS 
1; Lieut. M ree 
‘emp. Major) 


540 Aprit 14, 1945 


MEDICAL NOTES IN PARLIAMENT | Bemsn 


Research Committee to advise them on medical research for 
the benefit of the colonies. The members are: Sir Edward 
Mellanby (chairman); Col. J. S. K. Boyd, R.A.M.C., Prof. 
P. A. Buxton, Dr. A. N. Drury, Brig. N. Hamilton Fairley, 
Dr. W. H. Kauntze, Prof. B. G. Maegraith, Dr, B. S. Platt, 
and Major-Gen. Sir John Taylor. 
mittee is Dr. F. Hawking. 


Artificial Insemination 

Mr. DriBerc asked on March 29 in how many clinics and by 
how many physicians experiments were now being conducted 
in the artificial insemination of women; how many children 
had been or were expected shortly to be born in Britain as a 
result of such experiments ; how many of these children. were 
the offspring of their mothers’ husbands, how many of anony- 
mous donors; and in the latter case, how the facts were 
recorded in the register of births. Mr. WILLINK answered that 
. he had no information on the first part of the question beyond 
what had appeared in the medical press, from which he under- 
stood that artificial insemination had been carried out at a 
voluntary clinic at Exeter. On the subsequent parts of the 
question he had no information. So far as he knew, no births 
had been registered as resulting from artificial insemination. 

Mr. J. Lawson asked whether the Minister was going to 


allow a practice of this sort, which was of great importance to - 


this country, to be uncontrolled. Surely he could get the 
necessary legal powers? Mr. WILLINK said that obViously there 
was every possibility of this being a most difficult and con- 
troversial subject. He had given his reply on the information 
at present available, but it was clear the matter had many 
possibilities and many facets. He would consider what had 
been suggested and would consider what steps could be taken 
to obtain the desired information: 


Mass Radiography Units 
Mr. WILLINK on March 27 told Sir Wavell Wakefield 
that satisfactory progress was being made by the mass radio- 
graphy units which had been brought into operation. Existing 
conditions did not yet permit any extensive application of the 
system, not only because of limitations on production of 
the highly specialized apparatus required but also because the 
present demands on medical man-power hindered provision of 

the expert staff essential for the proper use of the units. 


Medical Students’ Quota 


In reply, on March 29, to questions by Dr. Summerskill 
and Mr. Messer, Mr. WILLINK declared it to be necessary, in 
order that man-power might be allocated in the best way, to 
fix quotas for the numbers of men and women to be-admitted 
as medical students. The women’s quota was fixed by reference 
to the number of women students admitted in the three years 
1937-40. In addition a medical school which admitted both 
men and women could make good the deficiency in male 
students by admitting women. Neither the teaching staff nor 
the accommodation was at present available for extending teach- 
ing facilities. In statements of policy made by the Chancellor 
of the Exchequer on February 13 and by himself on January 18 
the Government had given every encouragement to universit'es 


to formulate plans at once for the development of their medical. 


schools as soon as conditions permitted, with special reference 
to the needs of women students. 


Publications by M.O.s of Ministry of Health 


Mr. WILLINK told Sir Robert Tasker on March 27 that the 
medical staff employed by the Ministry of Health were subjéct 
to the rule, applicable to civil servants generally, which required 
the sanction of the head of the Department to the publication 
of any book or work the subject-matter of which was connected 
with their official duties. This did not preclude them from 
communicating with medical journals on general professional 
matters. There was, for example, no obstacle to a medical 
officer of his Department making any communication to the 
medical press on a technical subject which might be of interest 
or advantage to medical science. 


_ Accommodation for Tuberculosis in Wales.—Building work, which 
is expected to be completed within the next six months, is proceed- 
ing at the Glan Ely and Cefn Mably Tuberculosis Hospitals to 
provide 96 additional patient beds. 150 beds have also been secured 
at the Ministry of Pensions Hospital, Chepstow, and are being 
brought into commission as staff becomes available. Persons await- 
ing admission to sanatoria in Wales number 729. 


Notes in Brief 


Mr. Johnston hopes to announce shortly the composition of a 
cothmittee to consider the position of children in Scotland who are 
deprived of a normal home life. 


The secretary of the com- 


Medical News 


The King has approved the appointment of the Hon. Walter} D 
Symington Maclay, M.D., to be a Senior Commissioner of the! for. 
Board of Control (Lunacy and Mental Deficiency) on the retire. *. 
ment of Sir Hubert Bond from the public service on March 3{ 
Dr. Maclay’s most recent post has been that of medical superinten. 
dent of the Mill Hill Emergency Hospital. He held earlier : 
ments at the Maudsley and the West London Hospitals, 


Radiological meetings, to be held in London, are announced ac} Henc 
follows: at British Institute of Radiology, 32, Welbeck Street, wt 
Thursday, April 19, 8 p.m.; Silvanus Thompson Memorial Lecture 
by Prof. E. A. Owen; at Royal College of Surgeons of Engl 
Lincoln’s Inn Fields, W.C., Friday, April 20, 2.30 p.m., Skinner 
Lecture by Mr. G. F. Stebbing, “ Diagnosis of Cancer in a National 
Medical Service’; at British Institute of Radiology, Friday, April 
20, 4.45 p.m., Mackenzie Davidson Memorial Lecture by Dr. J, B 
Brailsford, “‘ Reflections cn the Teaching of Radiology”; at Royal 
Society of Medicine, 1, Wimpole Street, W., Friday, April 29, 4 
6.30 p.m. (joint meeting of R.S.M. Section of Radiology, the British 
Institute of Radiology, and the Faculty of Radiologists), discussion 
on “ Standardization of Radiological Apparatus,” to be opened by 
Drs. Frank Ellis, J. W. McLaren, and J. Read. The annual meeting 
of the Faculty of Radiologists will be held at Leeds on Friday and 
Saturday, June 29 and 30 (not on June 28 and 29 as previously 
announced). 
A meeting of the London Association of the Medical Women’ in’ JE 
Federation will be held at B.M.A. House, Tavistock Square, W.C,,\ 741 
on Saturday, April 21, at 3 p.m., when there will be a discussion 
on the Negotiation Report of the B.M.A. Council. 


tains 


sary of the foundation of the British Empire Leprosy Relief 
Association. The Lord Mayor will preside. The meeting will 
inaugurate a campaign by the Association to raise a sum of £210,000 
(that is, £10,000 for every year of its existence) in an intensified effort reach 
to eliminate leprosy from the Empire, which contains some twof jact y 
million sufferers. Plans include greater research, the provision of \ 120, 
new clinics and agricultural’ colonies, and a redoubling of existing?’ .pi-. 
activities. ' Yorks 

A meeting of. the Clinical Society of the Royal Eye Hospital will} For 
be held at the hospital on Friday, April 27, at 5 p.m., when a talk} excee; 
on “ Nystagmus ”’ will be given by Mr. T. E. Cawthorne. ) 539, Y 

Prof. M. Greenwood, F.R.S., will give six public lecture on | Glouc 
“Medical. and Social Comparisons between the Conditions of ; Durhe 
England in the Wars against Bonaparte and Hitler ’’ at the London; In 
School of Hygiene and Tropical Medicine, Keppel Street, Gower 4 decrea 
Street, W.C., at 4 p.m. on Monday, April 30, Wednesday, May 2, ! 33, Fa 
Monday, May 7, Wednesday, May 9, Monday, May 14, and/ measle 
Wednesday, May 16. n/ 

At a meeting of 40 urological surgeons under the chairmanship 
of Sir Alfred Webb-Johnson, P.R.C.S., held at the Royal College 
of Surgeons on March 17, it was decided to form the British 
Association of Urological Surgeons with the object of promoting 4 !: 
high standard in the practice of urology. The following officers fi 
were elected: President, Mr. R. Ogier Ward. Vice-President, Mt.4 
Bernard Ward. Hon. Secretary, Mr. E. W. Riches. Hon. Treasurer, 
Mr. John Everidge. Hon. Editorial Secretary, Mr. H. P. Winsbury- 
White. Members of Council: Messrs. A. Wilfrid Adams, David t 
Band, Arthur Jacobs, J. B. Macalpine, T. J. Millin, A. Clifford] \ 
Morson, R. H. O. B. Robinson, and C. A. Wells. 

One of the candidates for the Motherwell (Lanarkshire) Parlia- 
mentary by-election is Dr. Robert D. McIntyre, standing as a Scottish 
Nationalist. 

A Supplement to the London Gazette dated April 5 contains 4 
long War Office list of mentions in recognition of gallant and dis 
tinguished services in Burma and on the Eastern Frontier of India 
included in which are the names of two civilian medical pract:- 
tioners, Dr. C. G. Terrell and Dr. Wenefride Thompson, O.BE. 


. Dr. Terrell is a lieut.-col. in the A.F.M.C. and medical officer t0 re 


the Surma Valley Light Horse. In 1931-2 he was president of the} 5 9 
Assam Branch of the B.M.A. Dr. Thompson is the medical officer] 10-12. 
in charge of St. Luke’s Hospital at Chabua, Assam. ; 
At a special general meeting of the British Institute of Radiology 
called to consider proposed alterations to seven of the Articles of] ——— 
Association, a majority of those present approved the pro 
alterations: this majority was, however, insufficient to permit any 
ch .nge in the articles, because the Companies Act requires @ thite 
fourths majority, which was not obtained. There will therefore : 
no change made in the articles of the Institute. Approximate pn 
70 members attended the meeting: the final voting on the sp 
resolution was 29 in favour and 22 against, with 2 abstentions. 


3 
Uga 
© Col. Oliver Stanley, Secretary of State for the Colonies, is of W 
; 7; announced as the chief speaker at a meeting at the Mansion House, i 
London, on Thursday, April 26, at 3 p.m., to mark the 21st anniver-} 
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; Dr. J. C. R. Buchanan, Deputy Director of Medical Services in 
“# Uganda, has left for Fiji to take up the post of Inspector-General 

“B. of South Pacific Medical Services. 

I sir Edmund Spriggs, K.C.V.O., has been appointed Sheriff of the 

County of Denbigh for 1945. 

m. Walterf, Dr. Hubert O’Meara, medical practitioner, has been commended 

er of the! for brave conduct in civil defence. 

the retire-}| The Bulletin of the History of Medicine for October, 1944, con- 

March 31. ising an obituary notice of Sir Humphry Rolleston. | 

uperinten-| The medical report for 1943 of the Glasgow Royal Maternity and 

T appoint-} women’s Hospital records the retirement of Prof. S. J. Cameron 

in June of that year after 33 years on the hospital staff. Prof. James 

ounced as) Hendry, now regius professor of midwifery in the University of 

Street, W.,) Glasgow, was appointed medical director of the hospital from 

ial Lecture October, 1943. 

Sir Jack Drummond, D.Sc., Scientific Adviser to the Ministry of 

.»_ Skinner Food, has been elected president of the Milk Publicity Council for 

a National} 1945-6. 

en The Mayor and Mayoress of Oldbury, near Birmingham, Coun- 

Dr. JE. cillor and Mrs. C. T. Barlow, and their four children are providing 

; at Royal! | trust fund of more than £50,000 for a new maternity home in 
April 20, the borough. The corporation will assume responsibility for the 

the British upkeep of the home, but Councillor and Mrs. Barlow have given 
discussion £2,000 as the nucleus of a fund to help deserving cases. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


| Women's’ jn England and Wales the epidemic of measles continues, 
are, WC, 241 more cases being recorded than last week ; notifications 
Ont of scarlet fever, whooping-cough, and diphtheria were respec- 
___| tively 99, 74, and 59 fewer. Lancashire had 43 fewer cases 
olonies, is§ of whooping-cough than last week, and Yorks West Riding 
ion House,{ 34. The fall in diphtheria was also mainly due to two areas 
st anniver-{ —] ancashire, which had 28 fewer cases than the previous week, 
osy Relief} and Yorks North Riding, which had 27 fewer. The increase 
eting willl in measles was due to the rise in the south, while in most 
of £210,008 northern areas the peak of the epidemic appears to have been 
sified effor'f reached a week or so ago. The largest local increases over 
some tWO§ jast week’s totals were Gloucestershire 177, Northumberland 
‘vision of ‘ 120, Glamorganshire 118, Oxfordshire 114, London 103, Devon- 
of existing’ shire 92; while the largest falls were Yorks West Riding 330, 
Yorks East Riding 203, Hertfordshire 125, Warwickshire 90. 
ospital will} For the third consecutive week notifications of dysentery 
hen a talk} exceeded 400. The largest returns were London 69, Lancashire 
'-; 9, Yorks West Riding 40, Northumberland 27, Surrey 26, 


he London; In Scotland there were 205 notifications of dysentery, a 
eet, Gower 4 decrease of 47.; the largest returns were Edinburgh 73, Glasgow 
ay, May 2,/ 33, Falkirk 16, Lanark County 11. Increases were recorded for 
y 14, and | measles 79, whooping-cough 23, and diphtheria 9. 

In Eire there was a rise in the incidence of measles 23, and 
airmanship | Whooping-cough 23. The increase in measles was contributed 
yal College; by Dublin C.B., where the cases rose from 14 to 36. 
the British} In Northern Ireland notifications of measles were 13 fewer 
romoting a!than last week, scarlet fever 7 fewer, and whooping-cough 9 
ing officers | fewer ; diphtheria notifications rose by 2. 


sident, 


ditions of jae 12, Warwickshire 11. 


Cerebrospinal Fever 


-Winsbury:} The trend of cerebrospinal fever during the first weeks of 
ams, David] this year was similar to that of 1944. The rise to a peak 
A. Clifford} which was a feature of the outbreak of 1940 and the succeed- 
ing years was not apparent. This disease seems to have settled 
ire) Parlia-{ © Its pre-war course—a summer minimum and a winter maxi- 
s a Scottish} ™Um—but at 2 to 3 times its former level. The number of 

cases during the first 12 weeks of the year in England and 


Wales was: 

nt and dis- 4 

sr of India, Average 

ical practi-] Weeks ot 1940 | 1941 | 1942 | 1943 | 1944 | 1945. 

1936-9 

son, OBE. 

1 officer tof 1-3, 98 304 785 459 271 226 179 

dical office} 10-2 =| og 1,620 | 1,031 705 279 | 278 246 
Total .. | 395 4,572. | 4,012 | 2,232 | 1,181 892 902 


Week Ending March 31 


The notifications of infectious diseases in England 
_ Wales during the week included: scarlet fever 1,361, 
495, measles 22,183, acute 

nonia , cerebrospinal fever 66, dysentery 394, para- 
lyphoid 4, typhoid 8. 


yproximatel) 
the speci 
tions. 


lecture on| Gloucestershire 17, Essex 16, Somersetshire 14, Suffolk 14, 


.Typhoid fever .. 8} — 
Deaths 


No. 12 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 24. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 

13 principal towns in Eire. (¢) The 10 principal towns in Northern Ireland. 

A dash —-denotes no cases; a blank space denotes disease not notifiable or 

no return available. 


1945 1944 (Corresponding Week) 
Disease 
Cerebrospinal fever .. 88 27, SH 6| 
Diphtheria 499} 25) 140) 96) 10) 666} 32) 174) 107) 41 
Deaths we Pe 5; — 1 1} — 10; — 5 4 1 
Dysentery 420} 69] 205+ 2) 274 32) 136) — 
Encephalitis lethargica, 
acute 1; — 1; — | — 
Erysipelas 4 9 2 43} 21 3 
Infective enteritis or 
diarrhoea under 2 
Deaths aa 49 10 6 2 52 3 
Measles* .. |25,507/1601} 430} 48) 41} 2,757) 363) 377| 374, 5 
Deaths 32; — 1 6) — 
Ophthalmia neonatorum 81 5 1 2 
Deaths 
Paratyphoid fever = 3 111(B)) — | — 6 — | — | — |] — 


Pneumonia, influenzalt 866) 45} 1,270) 86) 11 mst 
(from influ- 
enza 


Pneumonia, primary .. 250} 41 270} 38 
Deaths AP 41 18} 10 70 18} 26 


Polio-encephalitis, acute 2) — 
Deaths _ 


Poliomyelitis, acute .. 
aths 


Puerperal fever... 5| 6 1 3] 21 
Deaths ae 


Puerperal pyrexiat .. 173} 11; 14 4 — 10}. 22) 2 


aths 


Scarlet fever .. 1,522; 53] 201} 21) 34] 2,389] 169] 281) 29) 82 
Deaths 1 1 


Smallpox — «ff — — | — | — 1 
Deaths 


Deaths an 


Whooping-cough*  .. | 1,453) 68) 172} 49) 12] 2,244) 222) 104) 94 11 
Deaths om ne 2 3 1 10 4 6 
Deaths (0-1 year) 387) 53| 44) 42| 20) 451) 63) 84) 58) 2 
Infant mortality rate 

(per 1,000 live births) 


Deaths (excluding still- 
births 


Annual death rate (per 
1,000 persons living) 13-6] 16-8) § 14-5) 21-2) 
Live birthe | 6,366 739) 833) 351) 245] 7,467) 859| 959) 446) 274 
Annual rate per. 1,000 
persons living .. 16-7| 22-6} § 19-5} 29-1) § 
Stillbirths 20; 35 257; 28) 31 


Rate per 1,000 total 
births ‘(including 
stillborn) 


40 “a5 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and other movements of population, birth 
and death rates for Northern Ireland are no longer available. 
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Letters, Notes, and Answers 


All communications with regard to editorial business should be addressed to THE 
EDITOR, British Mepicat JourNaL, B.M.A. House, Tavistock SQUARE, 
Lonpon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
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ANY QUESTIONS? 


Administration of Soluble Barbitone 


Q.—What are the dangers of continued administration of soluble 
barbitone? A woman of 51 first consulted me two years ago asking 
for a repetition of a prescription for gr. 10 nightly, which she had 
taken consistently for a long period following partial thyroidectomy. 
Less than 10 grains she finds useless. Am I justified in allowing 
her to take it indefinitely ? 


A.—There is no danger in the continued administration of soluble 
barbitone per se, as neither addiction nor tolerance is developed for 
barbiturates. In this respect they differ fundamentally from morphine 
and cocaine. The present phenomenon is one of habituation, and 
the danger is in the personality of the patient rather than the drug. 
Both sleeplessness and fear of sleeplessness are symptoms of an 
anxiety neurosis, and the tablets of barbiturate have probably not 
only a pharmacological but a psychological significance for the 
patient. They have probably become an essential part of the sleep 
ritual, just as being “ put down” or “tucked in” may be for a 
small child. Ideally, the anxiety neurosis should be relieved by 
psychological treatment, when the sleeplessness will disappear. In 
practice lasting success from psychotherapy is unlikely when the 
patient is aged 51, and when the psychological disturbance has been 
so profound that a toxic goitre has developed. Administration of 
_ soluble barbitone may therefore be the best form of symptomatic 
{reatment, and in these circumstances the. practitioner is perfectly 
justified in allowing the patient to continue the treatment indefinitely. 


E.E.G. and Diagnosis 


Q.—How far has electro-encephalography progressed as a diag- 
nostic: measure ? 


A.—Electro-encephalography has for the past eight years been in 
routine use in many neurological centres. In the Services evidence 
obtained by the E.E.G. is used for purposes of invaliding, and 
similar evidence has been accepted in capital charges. There is now 
an extensive literature upon the subject, and an excellent review has 
just been published by D. B. Lindsley in Personality and the 
Behaviour Disorders, edited by J. McV. Hunt, Ronald Press, New 
York, 1944, vol. 2, chapter 33. The seventy pages of the review 
give a very clear picture of the present position of clinical electro- 
encephalography. The technique is used particularly in the diagnosis 
of epilepsy and allied disorders, in investigating behaviour disorders, 
in following the progress of head injuries and revealing intracranial 
complications of trauma, and in demonstrating the presence of 
abnormal brain tissue in any cerebral disorder, whether it be 
neoplastic, inflammatory, or degenerative. The important thing to 
realize about the E.E.G. is that it can rarely be used without 
reference to all -the other clinical evidences of disease. A full 
history, a careful examination, and an expert appraisal of all the 
evidence, including that obtained from the E.E.G., are essential if 
diagnostic accuracy is to be achieved. An absolute diagnosis of 
epilepsy can be made on the E.E.G. evidence alone only if the 
electrical equivalent of an attack happens to be seen on the record. 
The E.E.G. does not locate a cerebral tumour but the abnormal 
brain associated with it, and in trauma the E.E.G. findings can be 
interpreted only if the story of the illness is known. If this approach 
is employed, the E.E.G. seems to have come to stay. 


Asthma and Smoking 


Q.—An active male aged 58 has to deny himself all social engage- 
ments, theatres, meetings, etc., because both smoking and tobacco- 
laden air precipitate in him attacks of bronchial asthma. He gave 
- — for the above reason a few years ago. What can be 

me? 


A.—Apparent tobacco sensitivity may be due to a non-specific 
irritation of the smoke dust inhaled or to a specific sensitivity to 


the tobacco itself. In crowded atmospheres, added to the no 
specific irritation of tobacco smoke, there may be a i sok 
tivity to house dust, face powder, and animal hairs also peeeeatl 
in cases reacting on smoking, sensitivity to materials used in flavour. 
ing (perfumes and oils), to ingredients of the papers used of 
materials employed in sticking them, or even a mould that grows 
on the tobacco, should be considered. In many instances the mom. | 
ing smokers’ cough or wheeze may be due to a sensitivity to feather ¢ 
or down pillows. The patient should be tested intradermally with 
most of the above-mentioned common irritants; he should then be} * 01 
desensitized with those which give a positive reaction, and he should 


avoid so far as possible the specific causes of his trouble. Solutions } disct 
for testing and treatment can be obtained from Messrs, ¢ L. | annc 
Bencard, Gorgate Hall, Dereham, Norfolk. A cream of ephedrine Repe 
2% and benzocaine 4% may be applied to the nose before exposure 1,1 
and half a grain of ephedrine hydrochloride by mouth gives { cond 
temporary relief. 1940, 


Penicillin in Chronic Sinusitis 


Q.—Is penicillin effective in chronic nasal sinus infection by dis- : Q. 
placement, where the organisms are sensitive? What strength should 
be used, and how often should it be done? ry 


A.—The organisms most commonly implicated in chronic para: | consi 
nasal sinusitis are the pneumococcus, haemolytic streptococcus, ® quan 
Staph. aureus, and H. influenzae, all of them, with the exception of § aract 
the influenza bacillus, sensitive as a rule to penicillin. It would} part 


therefore scem reasonable to recommend local penicillin therapy by} aract 
the “displacement” method (see Russell, Proc. roy. Soc. Med.,} in sk 
June, 1944, p. 401) for the cure of these intractable infections. § at 2 
There are, however, two difficulties: (1) treatment by displacement§ week 
does not allow continuous action by the instilled penicillin, since § muco 
when the patient resumes his normal position the drug will after 4 tion. 
5 to 10 minutes drain away from the sinuses; (2) penicillin treat-@ Painl 


ment of chronic infections generally has been rather disappointing, 
probably because the focus of infection is not easily reached and Q.- 
the lining membranes are so unhealthy that they do not assist inf fhe w 
destroying the invaders. However, if the infection is shown to be} was i 
due’ to- a penicillin-sensitive pathogen local treatment by displace- a bla 
ment may be tried, using a strength of 500-1,000 units of penicillin could 
per c.cm. and repeating the treatment three times daily if possible and 1 
for 7 to 10 days. Bacteriological control during and after treatment fully 
is advisable in order to find if the organism has been eliminated. He w 
diagn 
Degenerative Changes in Intravertebral Disks f A 


Q.—A man aged 65 has suffered for the last 18 months from, ™S* 
osteo-arthritis of the cervical vertebrae. X-ray film shows marked chair. 
diminution in the intervals between the bodies of C. 5, 6, and 7, with 
small amount of destruction of bodies of 6 and 7; appearances are 
those of a subacute bone infection. There is obvious lipping and 
proliferation of bone. The orthopaedists do not agree that there is} pregni 
either any destruction of bodies or bone infection. Subjectively there } proges 
is a wearisome perpetual tingling like electricity, with occasional ) tablets 
aching, in left neck, but no limitation of movement. Cracklings} 4 _ 
are heard and felt on turning head. I have tried manipulation under} ong jt 
pentothal, diathermy, deep x rays, infra-red, and U.V. rays. Deep 
x-ray treatment gave much relief for a time. If this radiculitis is 
caused by pressure of bone on nerve roots why should not operation 
give relief, and why do orthopaedists refuse it? 


A.—This symptom complex is not uncommon, though varying} muscul 
widely in type and severity. Degenerative changes in‘ the inter-{ record 
vertebral disks in the cervical region are so frequently seen in lateral§ the aet 
x-ray views in later middle life as to be almost a normal develop-} Howev 
ment, though often symptomless. This was demonstrated by] by the 
Schmorl, whose work has been made accessible to British er Ther 
in Beadle’s monograph. The condition is the result of the greal{ abnorn 
mobility of this part of the vertebral column. The disks graduallyg that th 
lose their elasticity and shrink, increased play between the vertebracg case. 
results, and osteo-arthritic changes follow, with lipping of the bodies§ to see 
and formation of exostoses at the points of attachment of ligaments probab 
and muscles. Often there is seen some degree of crushing of the patient 
vertebral bodies themselves. Watson-Jones has called attention t 
changes in the cervical spine in early life as a result of inflammatory 
conditions in the throat, but in the cases seen after middle age ther g 
is usually no history of throat trouble and the condition is n¢ syphilis 
infective but degenerative. As is commonly the case in osteo so4q) 
arthritis, there is usually more or less fibrositis of the muscles amg 7p, j4, 


_intervertebral structures, and the crackling which can be heard ang gig,,o, 


felt is due to this and does not originate in the vertebral articula- Wasser 
tions. Pain down the arms is a common symptom and is due 10 A 
irritation of the nerve roots through the narrowing of the foramin brought 
from the thinning of the disks, or to fibrositis of the roots, wilt Dennie 
swell and fill the foramina, or to the pressure of exostoses. # 


a 
the present case it seems that the posterior branches of the cervid Ec, 
nerves are chiefly affected. F nerve di 

Heat and massage, if persevered with, generally give relief. patien 
moist heat is more effective than radiant heat, but cannot be due to 
readily with massage unless the massage is given first—the lal@.. ,, 
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the non. : ffective procedure. Manipulati easil 
‘ific sensi. often being the most effec procedure, ipulation may ly 
present: do more harm than good. Ionization with histamine is a useful 
in flavour. method which can be used in combination with massage. Since 
sosd fed t of these methods appear to have been tried already, strong 
hat hy counter-irritation is worth a trial ; the most convenient method which 
t ih ' does not interfere with the patient’s normal avocations is the electric 
to feather | qutery; a light application on either side of the cervical spine two 
nally with | or three times a week will act on the posterior nerve roots. ; 
id then be Operation on the foramina in this region would be a rather 
he should § hazardous procedure and success could not be guaranteed. Further 
Solutions discussion of the subject, with references, will be found in an 
rs. C. [.§ annotation in the B.M.J. of Nov. 9, 1940 (p. 635), and also in the 
ephedrine Reports on Chronic Rheumatic Diseases (London : H. K. Lewis), 
exposure, @ 1, 128. Oppenheimer of Beyrout has made a special study of the 
uth gives { condition, which he calls “ discogenetic disease (Amer. J. Surg., 
1940, 47, 642). 
Submucous Injection of Haemorrhoids 
on by dis-4 Q.—What is the correct chemical and its strength for submucous 
gth should} injection of haemorrhoids ?° ' 
A.—The following prescription has been used for 15 years with 
onic para: | consistent success and safety. A stock solution is made of equal 


ptococcus, quantities of phenol crystals and almond oil (if none available, 
ception of | arachis oil), and 20 grains of menthol to the ounce. For use, one 

It would} part of the stock solution is taken to nine parts of almond oil (or 
therapy by} arachis oil). The average dose is 3 to 6 c.cm. per haemorrhoid, and 
‘oc. Med. § in skilled and experienced hands two haemorrhoids may be treated 
infections. § at a time; otherwise, the safe method is to do one haemorrhoid a 
splacement § week. It must never be put in so that it causes a blanching of the 
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tion. It is injected well above the haemorrhoid, when it is quite 


painless. 
Musculospiral Palsy 


Q.—A man of 60 fell asleep in a deck chair. When he woke up 
he was able to write only in a distorted manner; his little finger 
was in the way and would not support his hand; he could write on 
a blackboard. He was able to shave with a“ cut-throat” razor but 
could not strop it since he could not turn it over. His right little 
and ring fingers were slightly flexed and could not voluntarily be 
fully extended. There was gradual improvement and full recovery. 
He was told he had had a “small stroke.’ Is this the likely 
diagnosis ? 

- A,—This patient would seem to have had a partial lesion of his 
musculospiral nerve caused by the pressure of his arm upon the 
chair. He need therefore have no anxiety about a stroke. 


Ptyalism in Pregnancy 


Q.—Can you suggest any treatment for the excessive salivation of 
pregnancy? It is occurring in a healthy woman who is having 
progesterone because of a previous miscarriage, and multiple vitamin 
) tablets for general nutritive purposes. 

A.—The cause of excessive salivation in pregnancy is unknown 
and its treatment is therefore empirical. I do not know of any 
treatment other than -that recommended in the standard textbooks: 
astringent mouth-washes such as 1% alum, belladonna or atropine 
pushed to the limit of tolerance, sedatives such as bromides, simple 
diet with plenty of fluids, and attention to the bowels. Daily intra- 
‘muscular injections of 10 c.cm. of 10% calcium gluconate are 
recorded as curing some cases. Neurosis often plays a large part in 
the aetiology, and the results of treatment are mainly disappointing. 
However, ptyalism tends to disappear as pregnancy advances, usually 
by the fifth month. ? 
tish readers} There is a theory that toxaemias of early pregnancy are due to an 
yf the greatf abnormal sensitivity to corpus luteum hormone, and it is just possible 
cs graduallys that the progesterone therapy is causing excessive salivation in this 
he vertebratg case. At any rate it would be worth while discontinuing treatment 
f the bodies} to see if there is any improvement in symptoms, but it would 
of ligamenisg Probably be unwise to go so far as to administer oestrogens, as the 
hing of thej patient has already had one abortion. , 
attention 10 
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nflammatory Congenital Syphilis 
lle ow : “ Q.—What is the latest age at which the symptoms of congenital 
“ salad syphilis can be manifested? For example, a patient aged 30 has a 


" x saddle-back ” nose and suffers from severe occipital headaches. 
a ard aa The hair has been coming out, and treatment with thyroid makes no 
“al artical difference to this. Would one at this age expect to find a positive 
Tr Wassermann in blood or cerebrospinal fluid ? 


A.—Signs of ‘congenital syphilis may-.appear, or at all events be 
" cots, whid brought to the doctor’s -notice, at almost any age. For example, 


‘ostosekel I¢ recorded a case of congenital syphilis affecting the tibia ia 
the cervid 4 man of 45, Pinard one of gumma of the clavicle at 73 years, and 
a case of imterstitial keratitis in the decade 60-70 ; eighth- 

elief, Oftemer”’ deafness has been recorded up to 38, and. congenital tabes in 
t be used Si Patient of 50. : Disorganization of the bones of the nose is usually 
t—the lalla. to destruction by -gumma formation, with resulting ‘“ saddle- 
back deformity, and may occur at any age ; occipital headaches 


mucous membrane, as this will be followed by sloughing and ulcera- _ 


miay be due to neurosyphilis, but also to other conditions. In this 
case an examination of the cerebrospinal fiuid may settle the matter. 
Alopecia is rare in late congenital syphilis. Positive serum reactions 
usually tend to weaken or revert to negative with the lapse of time, 
but may persist throughout life. 

Signs of congenital syphilis. are usually divided into early and 
late or tardy. In general, the acute signs are most commonly seen 
in infants, and correspond with the secondary stage of acquired 
syphilis; these include generalized rashes, snuffles, the aphonic cry, 
rhagades, enlarged spleen, osteochondritis, and pseudoparalysis. In 
children the signs tend to become more localized and to affect single 
organs or systems. At this time the Hutchinsonian triad—inter- 
stitial keratitis, characteristic teeth, and eighth-nerve deafness—is most 
commonly met with, together with the typical facies, neurosyphilis, 
and signs of mental retardation. In the adoléscent and young adult 
interstitial keratitis is the commonest sign, and in the adult bone 
and localized skin lesions predominate, corresponding with the 
tertiary stage of the acquired form. Active signs rarely appear after 
the age of 30, but many of the classical ones are permanent and 
persist throughout life. Serum reactions are almost always positive 
in the presence of active signs, but as the lesions tend to become 
localized and cease to progress, so the blood reactions tend to 
weaken. It is clear, therefore, that the older the patient the less 
the value of a negative reaction in excluding a diagnosis of con- 


genital syphilis. 
Yaws and Positive Kahn 


Q.—In the African wing of a general hospital which admits East 
and West Africans and Basutos, many have a two plus, three plus, 
or four plus Kahn. A large number admit te being promiscuous, 
but few have noticed genital sores. Many-for no apparent reason 
have high E.S.R.s._ As yaws is prevalent in most of Africa diffi- 
culty is experienced in interpreting the result of the Kahn test. Will 
yaws in childhood still have a strongly positive serological test in 
adult life? In the absence of clear clinical signs, should even a 
persistently strongly positive Kahn be.ignored in an African? Have 
the weaker positive Kahn results any significance in an African 
suffering, for instance, from such a condition as monarticular syno- 
vitis of unknown causation ? 


A.—Many Africans in localized yaws endemic areas have positive 
Kahn reactions, attributable to an inadequately treated yaws infec- 
tion. In other areas, where yaws is not endemic—and there are 
many of them in West Africa—syphilis is common, and a positive 
Kahn test would suggest this infection. If a positive Kahn is due 
to yaws a couple of short courses of N.A.B. would almost certainly 
reverse it, but this would probably not be the case if it were due to 
syphilis. The Kahn test may also be rendered positive by such 
diseases as_leprosy, malaria, and trypanosomiasis. Thus the cause 
of a positive Kahn test in the absence of any history of the exact 
geographical origin and of the previous medical history, and present 
condition of the patient is speculative.’ 

In an African a one or two plus Kahn can usually be disregarded, 
and it is unlikely that a three or four plus Kahn test in adult life 
in the absence of any current evidence of the disease could be 
attributed to a cured childhood infection with yaws. It is more 
probably due to syphilis. There are certainly exceptions to this 
generalization, but the extent to which they occur rests on personal 
opinion and not on any very solid statistical analysis. 


~ Reactions after Inoculation 


Q.—It is recommended that after inoculations with T.A.B., etc., 
the patient should take no alcoholic drinks. What is the scientific 
explanation of this instruction ? ; 


A.—Reactions, both local and general, may occur after prophy- 
lactic vaccination, particularly with T.A.B. vaccine. In order to 
minimize the degree of reaction it is usually advised that the injec- 
tion be given as late as possible in the day, preferably not more 
than 6 hours before bedtime, that the patient be excused heavy 
muscular exercise during the following 24-48 hours, and that he 
avoid any excesses, such as abuse of alcohol. There is no scientific 
reason for the avoidance of alcohol apart from the fact that excess 

~ of alcohol may itself temporarily lower resistance, and the combined 
effect of a “night out” and the T.A.B. injection may produce.a 
more severe reaction than would otherwise occur. Such advice 
would not exclude the use of a “night-cap” if the patient were 
feeling seedy, although 5-10 grains of aspirin would probably be 
preferable and more accessible. s 


Headache after Fractured Skull 


Q.—A patient 30 years ago had a fractured skull, probably basic, 
and was unconscious for six weeks. She recovered, but two or three 
times a week ever since has been subject to bad headaches at the 
back of the head—not acute pain but a heavy ache with a mentally 
fuddled feeling—and they last for hours. Suggestions for relief 
would be welcomed. 

A.—A post-traumatic headache of this sort may unfortunately 
persist indefinitely. There is no method of local treatment which is 
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by small sensory branches of vagus nerve. All the dura above the 
tentorium is supplied by the fifth, but practically all that of the 
posterior fossa is supplied by recurrent meningeal twigs of the tenth 
cranial nerve. These are not accessible to: surgical intervention. 
Air replacement of cerebrospinal fluid is said to relieve some of 
these cases, the argument being that pain-producing adhesions are 
broken down, but I have been unable to confirm these observations. 
As all the usual analgesic mixtures and tablets must have been tried 
in this case, I am unable to make any useful suggestions. 


Legal Responsibility of Service Doctors 


Q.—What is the legal position of Service medical officers as regards 
responsibility for professional care, etc.? Through many years’ 
denial of clinical experience we have been reduced through no fault 
of our own to a low state of professional ability. Are we or the 
employing Service held responsible if we are charged by a patient 
with negligence? If we are legally liable, then we should have the 
right to refuse to treat any patient whom we do not consider our- 
selves capable of. treating satisfactorily. 


A.—The question does not make quite clear whether the practi- 
tioner is still in the Service or not. In either case, however, he 
owes the same duty to exercise that degree of care and skill which 
a reasonable man would expect having regard to all the circum- 
stances. If he is still in the Service he may not find himself in a 
position to refuse to treat a patient on the ground that he is out of 
practice in the particular procedure required. If he makes ‘every 
legitimate effort to excuse himself but is nevertheless ordered to per- 
form the procedure -and harm results, he probably has a good 
defence. He may, however, rest assured that the risk of a Service 
patient suing a Service doctor for negligence is quite negligible. If 
he has left the Service he performs an unfamiliar procedure at his 
own peril. It is always open to him to refuse to treat the patient. 
Doubtless, Service conditions are to blame for his lack of skill, but 
no court could be persuaded to hold it responsible. 


INCOME TAX 


Newcomer from Eire 


M. has recently come to this country from Eire. His inquiries 
will be sufficiently clear from the following replies. 


*," There is no interval of six months before liability to income 
tax begins to accrue where the income is derived from work in this 
country. No allowance is due in respect of the costs of a sister’s 
education. Presumably M. cannot show that “he has the custody 
of and maintains” his sister, and cannot therefore claim the child 
allowance for her; the allowance in respect of dependent relatives 
does not apply, as that allowance is restricted to relatives ‘“* incapaci- 
tated by old age or infirmity.’”” Tax should be deducted by M.’s 
employer as and when remuneration is paid to him. The amount 
of his liability (and of the tax deductions) will depend during the 
present year on the amount of his earnings in this country, and 
therefore cannot be estimated_without knowledge as to the date 
from which the remuneration of £10 10s. weekly began. 


Resident Quarters 


O. D. is employed as a resident M.O. at a Ministry of Pensions 
hospital. He “lives in”; his quarters consist of one small bed- 
room. The annual value is assessed at £12, and he has been applied 
to for the tax: thereon at the standard rate of 10s. in the £. 


*," The position is that the hospital is entitled to exemption from 
tax, except as regards such portions as are occupied by officers who 
are liable to income tax. The charge therefore arises by restriction 
of an exemption enjoyed by the hospital authority. The tax is 
legally payable, but whether by the authority or the individual 
officer is a matter which is governed by the agreement under which 
the officer is employed. £12 may be somewhat excessive for such 
accommodation, though an appeal is not likely to be successful. 
Our correspondent may be able to find out whether similar accom- 
modation (unfurnished) is available in the neighbourhood at 
‘appreciably less than Ss. per week. 


Tenant under Furnished Letting 
““ Orion ” rented a furnished house for a period of years, paying 
a rent of £4 per week and being responsible for all repairs, for 


breakages, and for payment of £150 for dilapidations. Can he 
claim any allowance for these payments? 


*,* It is assumed that the premises were not used for professional. 


as distinct from personal purposes. In that case the reply is that 
no allowance is due. The payments amount to an aggregate rent, 
and represent payments out of income; the landlord will be liable 
to account for tax on his total profit less any expenses of reinstate- 
ment paid out of the amounts he receives. : 


Subacute Combined Degeneration of Cord 

Dr. BRENDAN O’Brien (Dublin) writes: With reference to the 
note on subacute combined degeneration of the cord 
p. 172), it may be of interest to quote a case which I saw last year 
The patient, a man of 50, a works foreman by occupation, came to 
the Meath Hospital, Dublin, suffering from such severe ataxia that 
he could not go about by himself nor do his work. Tabes having 
been excluded, blood tests and a fractional test meal were per. 
formed, with subacute combined degeneration in mind. Blood 


count was: red cells, 5,250,000 per c.mm.; Hb, 90%; white cells} 


7,500 per c.mm. When plenty of free acid was found in the tes 


meal this diagnosis was discarded, and various methods of treatment 


were attempted and were completely ineffectual. Eventually, on the 
suggestion of Dr. H. Lee Parker, full doses of liver, as mentioned 


(Feb. 34) 


4 


in your note, were administered, and the patient made a most 4 


dramatic recovery and has been back at work for the fast six 
months. There is now only the slightest degree of spasticity abouj 
his gait. It would appear from this that the presence of free hydro. 
chloric acid in the stomach does not exclude a nervous condition 
which may respond to liver. therapy. 


Pain from Crystal Violet 


Dr. M. Gxuosu (Burton-on-Trent) writes: In those cases 
varicose ulcer and eczema when the patients complain: of pain dy 
to the application of crystal violet (Journal, Feb. 24, p. 282), I ha 
found the addition of 1% butethanol or benzocaine to 2% soluti 
of crystal violet in water uniformly successful. 


Attacks of Cyanosis and Giddiness 


Dr. ArtHur Howarp (Monmouthshire) writes: I notice (Feb. 3 
p. 173) your answer to a question on attacks of cyanosis ai 
giddiness coming on only through exertion. Surely this history 
typical of the symptoms caused by a congenital heart lesion? If 
would.be interesting to know the result of cardiography taken i 
oblique, lateral, and A.P. positions. 


Dupuytren’s Contracture and Cavernous Angioma 


Dr. E. Mititincton (Hove) writes: The answer to the quer 
about Dupuytren’s contracture in the issue of March 10 (p,; 3 
gives a very dismal outlook and suggests that no treatment is possible. 
I have treated a large number of these cases very successfully during 
the past few years with x rays, and had thought that their use 
more widely known in this connexion. The technique most com: 
monly used is similar to that employed in the treatment of oth 
condensations of fibrous tissue such as keloids, fibromata, 
adherent scars, and consists of applications of about 300 r eve 
three or four weeks for from 6 to 10 treatments, varying with they” 
size of the lesion. As a rule the fibrous mass slowly disappears 7 


during the course of treatment, leaving no visible scar, though}-— 


advanced cases of Dupuytren’s contracture may require a sub- 
cutaneous fasciotomy in addition, which is a very minor procedure, 
Even without employing x rays very early cases often clear up with 
no other treatment than hyperextension exercises to the affected 
fingers carried out regularly for some months, with the addition of 4 
night splint in suitable cases. 

The answer about treatment of cavernous angioma in the sa 
issue (p. 354) also makes no mention of radiotherapy, but advise | 
surgical excision. The majority of these vascular tumours respon 
extremely well to either radium or x-ray treatment, and it would 
seem well worth trying rather than proceeding at once to what 
quite a tricky operation. 


Recurrent Boils 
Dr. R. H. Georces (Virgin Islands) writes: With reference 


treatment of recurrent and other attacks of boils (Nov. II, 1 


p 649), might I be permitted to suggest another method which 
have used throughout last year and have found most effective 
Small injections of bismuth in 1/2 to 1 c.cm. doses, according tt 
size of patient, administered into the gluteal region once a Wet 
for 3 to 4 weeks, appear to effect a cure in all cases in my limite 
experience. Very often when the patient has reported for the se00f 
injection the boil or boils will have been aborted, but it has bee 
found advisable to continue another 2 or 3 injections in order | 
prevent further attacks coming on within a short space of time 
This form of treatment has been used, with success, in all st 
coccal skin infections, including impetigo and secondarily infect 


skin“ rashes. Seldom does local treatment of ahy sort apple 
necessary. 
Medical Aphorisms 


Mr. W. R. Le Fanu, M.A., Librarian of the Royal Colleges 
Surgeons of England, writes with reference to Dr. Cras a 
inquiry (March 31, p. 470): There is a good survey of Medi¢ 
Aphorisms, chiefly in English” by the late Sir Humphry ko 3 
in the Bulletin of the History of Medicine, Baltimore, NOVs a 
vol. 10, pages 544-67. [3 
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